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Medical Aspects of Cerebral Palsy 


Incidence, Etiology, Pathogenesis 


Meyer A. Perlstein, M.D. 
Chicago, Illinois 


DEFINITION 


Cerebral palsy, by definition, is a condition char- 
acterized by paralysis, weakness, incoordination, or 
any other aberration of motor function due to path- 
ology in the motor control centers of the brain. It 
must be differentiated from (1) spinal palsy, e.g., 
poliomeylitis, or that following transection of the 
cord and (2) peripheral nerve palsy, e.g., the paral- 
ysis of lead neuritis or severance of a nerve. It must 
also be differentiated from conditions in which the 
cerebral involvement does not cause motor dysfunc- 
tion. For instance, children who are slow in motor 
development because of mental deficiency or because 
of central deafness or blindness are not included in 
the category of cerebral palsy. 


ETIOLOGY 
Predisposing Factors 


There are some factors which predispose to the 
occurrence of cerebral palsy. It is more common 
among premature than among full-term infants. Like- 
wise, it is more common among firstborn children 
and those with heavy birthweights where prolonged 
labor is more frequent. It occurs more frequently in 
children born to older women, who have on the 
average heavier babies, and in boys, who on the 
average, weigh more than girls at birth. 

The occurrence of cerebral palsy also seems to be 
higher among white children than among colored. 
This may be due in part to the average smaller size 
of the colored newborn infant and in part to the 
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lower incidence of Rh negativity among this race. 
A racial factor may also possibly exist. With these 
exceptions, there seems to be no economic, social or 
geographic predilections for cerebral palsy. ° 


Precipitating Factors & Pathogenesis 


Pathogenesis 


Anoxia and cerebral hemorrhage are the two most 
important causes of cerebral palsy and it may be well 
at the outset to discuss briefly their pathogenetic re- 
lationship to the disease. 

The brain is highly sensitive to lack of oxygen. If 
prolonged, anoxia causes irreparable damage, for 
nervous tissue, unlike most other tissues, does not 
have the property of regeneration. 

The infant brain, fortunately, is able to withstand 
anoxia for much longer periods than the adult brain, 
which may be due to differences from the normal 
adult type of brain metabolism. 

Anoxia is highly selective in the damage that it 
casues. It affects primarily the basal nuclei and/or 
their connections with resultant clinical findings of 
athetosis or involuntary motions. 

Next to anoxia, the most important cause of brain 
damage is hemorrhage. One of the most common 
causes of cerebral blood vessel damage is anoxia, 
which increases the permeability and fragility of the 
blood vessel walls. Anoxia thus plays a dual role 
causing both primary brain destruction and secondary 
vascular damage and hemorrhage. Hemorrhages may 
also result from direct or indirect trauma to the brain 
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or may be precipitated by bleeding tendencies, sud- 
den pressure changes, or vascular spasm. 

The sites of predilection of brain hemorrhages in 
the newborn are in the vicinity of tears in the big 
veins and sinuses in the skull. These hemorrhages 
are primarily under the meninges and encroach upon 
the pyramidal motor centers in the cerebral cortex. 
Clinically, the result is a spastic form of cerebral 
palsy. Intracerebral hemorrhages, in the sense of ex- 
plosive isolated episodes inside the brain, are less 
common. When they do occur, it is usually in con- 
nection with a toxemia or hypertension in the mother. 
In this event, the artery which supplies the internal 
capsule is frequently involved in spasm, with second- 
ary hemorrhage, giving the clinical picture of a 
spontaneous intracerebral hemorrhage or “‘stroke’’ as 
occurs in hypertensive adults. These generally result 
in spastic hemiplegias. 

Occasionally, multiple minute hemorrhages invol- 
ving diffuse cortical and subcortical areas, may occur. 
Generally these are the result of sudden pressure 
changes, such as occur in precipitate deliveries or 
caesarean sections. Most cerebral hemorrhages are in 
proximity to cortical motor areas or to the internal 
capsule, and for this reason the pyramidal tract area 
is more likely to be involved, and the resulting clin- 
ical picture is usually that of the true spastic. 

Etiologically, therefore, it may be said that anoxia 
is more likely to produce an athetoid child, whereas 
hemorrhage is more likely to produce a spastic child. 
In cerebral palsy, there is usually predominantly or 
entirely either signs of pyramidal tract or of extra- 
pyramidal tract involvement. Mixed lesions are not 
so common. This is due, in part, to the fact that 
when there is extensive involvement of both systems, 
the damage is usually incompatible with life. 

The importance of considering the pathogenesis of 
the brain injury lies in the high degree of correlation 
between the various etiologic factors, pathologic 
changes and clinical pictures. In order to prognos- 
ticate and treat properly, it is important to diagnose 
correctly. Lack of agreement between clinical syn- 
dromes and etiologic factors must make one suspect 
either the physical findings or the history. 


Precipitating Factors 


Temporally, the factors which may precipitate dam- 
age to the brain may be divided into (1) those which 
occur in the prenatal period, from the time of con- 
ception to the onset of labor, (2) those which operate 
in the natal period, from the onset of labor to the 
time of viability of the new born infant, and finally 
(3) those which operate in the postnatal period, from 
the time that the child is viable throughout the rest 
of its life. 


Under these three headings will be discussed the 
most important, though certainly not all, of the 
causes of cerebral palsy. 
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(1) Prenatal Causes of Cerebral Palsy 


The prenatal causes of cerebral palsy may be rough- 

ly divided into two classes: (a) hereditary or genetic 
and (b) congenitally acquired in utero. The term 
cerebral agenesis has been used rather loosely to in- 
clude both of those categories. More strictly, it 
should be limited to the truly inherited defects. Many 
of the conditions which were previously included in 
the term cerebral agenesis, and thus considered genetic 
in origin, are now known to be due to specific con- 
ditions affecting the fetus in utero. 
(a) Hereditary causes of cerebral palsy may be di- 
vided into those which are static and those which are 
progressive. The static are those which are manifest 
at birth or soon after, and which do not become pro- 
gressively worse. Many such anomalies are familial. 
Spastic paraplegia in more than one member of the 
family may be the result of rudimentary pyramidal 
tracts. Likewise, atonic diplegias, congenital tremors, 
familial athetoses and rigidities, due to developmental 
defects in the basal nuclei and/or their tracts, may be 
genetically transmitted. Congenital defects in the 
cerebellum and/or its tracts may result in an heredi- 
tary form of ataxia. Certain anomalies of metabolism 
may be associated with these cerebral defects and may 
be familial in nature. An example of this is phenyl- 
pyruvic amentia. The various neurocutaneous syn- 
dromes due to ectodermal or mesodermal defects must 
be included in this group. Example are tuberous 
sclerosis, neurofibromatosis, Sturges-Weber syndrome 
and others. It is interesting to note that in many in- 
stances there may be marked cerebral anomalies, with- 
out any clinical symptoms. Not infrequently absence 
or aplasia of the cerebellum or of other cerebral struc- 
tures is found unexpectedly at autopsy. 


There are hereditary anomalies, not manifest at 
birth clinically but which become apparent later in 
life and which are generally progressive. Actually 
the defects or their anlage may be present at birth. 
Thus, the various forms of Tay-Sachs’ disease or 
amaurotic familial idiocy may not become apparent 
until after the sixth to the eighteenth month of life 
or even later. The hereditary characteristic of this 
disease is evident from its limitation to certain racial 
groups and families, primarily the Jewish. The 
periaxial sclerosing degenerations are also progressive 
hereditary diseases. These conditions are often sex- 
linked and occur primarily in males. 

Wilson’s disease (hepato-lenticular degeneration) 
and dystonia musculorum deformans must also be 
considered as hereditary or genetically initiated. 
Strictly speaking, neoplasms, too, may be considered 
as being genetically transmitted, since presumably 
their anlage were present at birth. 

True cerebral agenesis need not necessarily be 
hereditary to be genetic. Genetic anomalies may be 
due to gonadal irradiation, as well as being trans- 
mitted by chromosomal aberrations. Thus a woman 
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who has received abdominal irradiation before preg- 
nancy or very early in its course may give birth to a 
child with some form of genetic mutation involving 
the brain. 

In this connection, one must consider the possible 
effects of atomic bombing, since not only may sterility 
result, but judging from animal experiments, atomic 
irradiation might conceivably cause an increase in the 
number of monsters, stillbirths, and brain damaged 
children born. Although it has been calculated that 
the expected ill effect due to this cause would not be 
very great in the total population, it might still be 
appreciable when compared with the total cerebral 
palsy population. Available statistics from the atomic 
bombed areas in Japan do not substantiate the ex- 
pected increase in the number of abortions, stillbirths 
and anomalies in the newborn. However, these data 
may not be reliable, first, because there are no ac- 
curate pre-war vital statistics for comparison in Japan, 
and, second, because Japanese practice of infanticide 
on debilitated or deformed infants vitiates statistical 
validity. 

(b) Congenitally Acquired Factors 

By congenitally acquired cerebral palsy, we refer 
to that which is not hereditary in character, but which 
is due to noxae which affect the fetal brain as a re- 
sult of disease or trauma to the mother or to the 
uterus. These causes may be listed as follows: (1) 
anoxia, (2) cerebral hemorrhage, (3) infection, (4) 
metabolic disturbances, (5) malnutrition, and (6) 
Rh factor. 


Anoxia—Anything that interferes with placental 
circulation is a potential cause of anoxia. Compres- 
sion of the umbilical cord between the head and bony 
pelvis, or by kinks, could prevent an adequate flow 
of blood to the fetal brain. Threatened abortions or 
bleeding during pregnancy, premature separation or 
infarcts of the placenta are frequently encountered 
among mothers giving birth to cerebral palsied chil- 
dren. 

Decreased maternal blood pressure, even though 
insufficient to affect the mother, is a potential cause 
of fetal anoxia. Since the oxygen tension in the 
placental circulation is lower than that in the ma- 
ternal circulation, maternal asphyxia invariably causes 
fetal anoxia. As pointed out above, anoxia, whether 
prenatal or postnatal, can result in the clinical pic- 
ture of an extrapyramidal lesion. 


Cerebral hemorrhage—Fetal cerebral hemorrhage 
may be the result of fetal anoxia, direct trauma to 
the fetus or uterus, or to maternal toxemia of preg- 
nancy or blood diseases. Anoxia may result in fetal 
cerebral hemorrhage either by direct damage to the 
vessels or by causing cerebral softening with second- 
ary hemorrhage into the involved area. Direct trauma 
is rare as a cause of fetal cerebral hemorrhage but 
may result from severe maternal injuries or from per- 
forating wounds. 
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One of the most common causes of prenatal in- 
tracerebral hemorrhage is toxemia of pregnancy. The 
fetal blood vessels in the brain are affected by sub- 
stances in the mother’s blood which cause spasm of 
the blood vessel with death of brain tissue and sec-. 
ondary hemorrhage. Children born to such mothers 
have the same findings clinically as seen in ‘‘strokes,”” 
namely, spastic hemiplegia. Subdural hematomas may 
also occur. 


Infection—Any maternal infection, especially with 
a neurotropic virus, may involve the fetal brain. In 
infants and children, the brain is more susceptible 
to viral infection. Perhaps this is due to the fact that 
the rate of metabolism is higher, and blood supply 


‘to the brain better in children than in adults; and 


the rate of metabolism in the fetus is higher than in 
either. 

Fetal development follows a cephalo-caudad gra- 
dient, the cephalic portions developing more rapidly 
than the caudad. The rate of development of the 
fetal brain appears to be greatest between the second 
and fourth month of fetal life. Maternal infection 
during the first trimester is associated with a higher 
incidence of prenatal encephalitis than infections en- 
countered later in pregnancy. 

Certain viruses are more likely to cause fetal en- 
cephalitis than others. German measles is the most 
notorious and attacks the brain of the fetus with the 
greatest regularity. In fact, the occurrence of German 
measles in the first trimester of pregnancy is con- 
sidered a medical indication for a therapeutic abor- 


~ tion, because of the probability of involvement of the 


baby. The mother’s brain is generally not involved 
at all, because German measles is a mild disease so 
far as adults are concerned. It is only in young chil- 
dren and fetuses that the neurologic complications 
occur. Involvement is not limited to the brain; other 
tissues can be affected, also. Thus, such a child may 
be born with cataracts, or with congenital heart dis- 
ease; may be born deaf or with auditory aphasia. With 
less regularity, cases have occurred as the result of 
many other maternal viral infections including 
mumps, measles, chicken pox, herpes zoster, and 
influenza. 

Viruses are not the only organisms that are neuro- 
tropic. The spirochete of syphilis attacks nerve tissue, 
and if the pregnant mother should be so afflicted, the 
child can be born with anomalies of the brain or with 
active brain infection. This may be manifested either 
at birth in the form of meningitis or gummatta of the 
brain, or else in a latent form of parenchymatous 
neurosyphilis as part of a lues tarda. 

Infestation of the mother by the protozoan toxo- 
plasma may also result in fetal brain involvement 
without maternal clinical symptoms. The child, how- 
ever, may have convulsions, mental deficiency, cere- 
bral palsy, or all of these. This diagnosis can be 
made both in the child and in the mother clinically 
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by specific tests on the blood. 


Metabolic disturbances—Maternal diabetes may re- 
sult in involvement of the fetal brain. The mecha- 
nism of the occurrence of fetal brain injury in mater- 
nal diabetes is now considered to be due to maternal 
rather than neonatal fetal hypoglycemia. During 
pregnancy the mother may develop hypoglycemia as 
a result of insulin reactions or as a result of spon- 
taneous falls in her blood sugar. Maternal liver 
damage, with disturbance in steroid and glycogen 
metabolism may also cause hypoglycemic states. This 
results in a fetal hypoglycemia which induces fetal 
anoxia. 

Other factors causing cerebral damage in children 
born to diabetic mothers include the excessive birth- 
weight, frequently reaching ten to fourteen pounds, 
and the predilection of these mothers to develop 
toxemias of pregnancy. It is the practice in obstetrics 
to deliver diabetic mothers by caesarean section before 
term to avoid these two complicating factors, even 
though the hazards of prematurity are thus encoun- 
tered. 


Malnutrition—Maternal nutritional and vitamin de- 
ficiencies may also be factors. For exainple, it was 
shown by Warkany that in animals kept on a diet 
deficient in riboflavin, the offspring frequently had 
certain defects, such as cleft palates, bone cysts, con- 
genital heart defects, cataracts, and other anomalies. 
These vitamin deficiencies had their greatest effect 
during the period of gestation corresponding to the 
second to fourth month of fetal life in the human. 
There is presumptive evidence in some cases that 
nutritional deficiencies in the mother may similarly 
affect the newborn. 

That this does not occur with greater regularity is 
due to the fact that the baby is a parasite. Although 
a mother may be poorly nourished, her baby will 
usually be of normal birthweight and well developed. 
The practice among some obstetricians of limiting 
the mother’s diet in the hope of delivering small 
babies is not based on convincing evidence. A study 
of the birthweights in children after World War I 
showed no difference in birthweights of children born 
before the war and those born during and after the 
war in European areas of poor nutrition. The general 
finding was that the mother suffered, but not the 
baby. Only in those cases in which maternal starvation 
had reached the point of nutritional edema, anemia, 
or hypoglycemia were the babies’ nutrition affected. 

Among lay people, psychic influences sometimes 
have been held responsible for cerebral palsy in chil- 
dren. There is no scientific basis for this belief. 
Theoretically, it is possible for psychosomatic factors 
to change the maternal metabolism or nutrition so as 
to influence the fetus; but actually there is no experi- 
mental or clinical evidence to support this supposition. 

Rh factor—The Rh factor accounts for 8 per cent 
of all cases of cerebral palsy now seen. For purposes 
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of clarity, it might be well to digress for a moment to 
describe the pathogenesis of the brain injury in this 
condition. 

Fifteen per cent of the white population have the 
Rh negative blood type. These individuals must be 
transfused with blood which is Rh negative since 
they have the ability to develop reactions when trans- 
fused with Rh positive blood. These reactions do 
not occur with the first such transfusion since the Rh 
negative person is not born with these antibodies. 
However, the first transfusion will so sensitize him 
that subsequent transfusions will cause serious re- 
actions due to the presence of anti-Rh positive ag- 
glutinins in the blood. A woman who is Rh negative 
and who carries a child which is Rh positive is sensi- 
tized as if by a transfusion. Thus, although her first 
child is not affected (due to the fact that she is not 
born with these antibodies), subsequent children are 
affected by the presence of these antibodies in her 
blood which were elaborated as a result of her first 
pregnancy. These anti-Rh positive antibodies circu- 
lating in the maternal blood reach the fetal circulation 
and there begin to destroy the fetal blood. As a re- 
sult, the child is born with anemia and exhaustion of 
his blood-forming organs. The presence in the blood 
of the newborn child of many immature blood cells, 
or erythroblasts, gives the names erythroblastosis 
fetalis to this syndrome. Associated with this anemia 
is often severe jaundice and concomitant injury to 
the brain tissue. 

Some children die of this injury, some recover com- 
pletely, but a certain proportion are left with sequelae. 
Clinically, these sequelae result in a typical form of 
athetosis often associated with deafness and paralysis 
of eye muscles. 


(2) Natal Causes of Cerebral Palsy 


Natal factors, or factors which operate from the 
onset of labor to the time the baby is viable, are the 
most common causes of cerebral palsy. They may be 
classified into two main categories: (a) anoxia, (b) 
vascular damage and trauma. 

Anoxia—Among the natal factors, the most im- 
portant is anoxia. The fetus, in utero, is supplied with 
oxygen through the placenta. The moment that the 
placenta separates from the uterus or the umbilical 
cord is clamped off, the child is dependent upon its 
own lungs. Mechanical blockage of the respiratory 
tract is one of the common causes of asphyxia. In its 
passage through the birth canal, the newborn child 
may aspirate a great deal of mucous or amniotic 
fluid. Breathing movements often begin before birth, 
so that the child may literally drown in amniotic fluid. 
Such respiratory obstruction must be recognized and 
the airway reestablished by dislodging the foreign 
substance either through suction or by the passage of 
a tracheal catheter. 

Such heroic measures, however, will be of no avail 
if the child has collapsed lungs, a condition which 
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occurs most commonly in debilitated, premature, or 
luetic infants. 

Depression of the respiratory center in the medulla 
by narcotic drugs may also cause fetal asphyxia. It is 
well known that the respiratory center of the infant 
is much more sensitive to morphine than is that of 
an adult. When a mother is given “twilight sleep” 
she receives a dosage of morphine sufficient to relieve 
her pain, but not sufficient to narcotize her. Since the 
brain of the baby is so much more sensitive to the 
drug, the infant may be born with morphine poison- 
ing. Such a child will breathe very slowly, perhaps 
only three or four times a minute, its pulse will be 
very slow, and its temperature low. Because of in- 
sufficient oxygen, it will be a “blue baby,” 1e., as- 
phyxiated. This may occur not only with morphine, 
but even with some of the barbiturates if they are 
given in sufficient dosage to depress the maternal 
respiratory center or to cause a fall in the maternal 
blood pressure. By the same token, obstetrical anes- 
thesia which causes maternal asphyxia may also as- 
phyxiate the fetus. 

Newer methods of obstetric analgesia, however, 
are not always without danger to the child. Spinal 
and caudal analgesia may cause a fall in maternal 
blood pressure sufficient to reduce seriously the oxygen 
supply to the baby. Five children have been seen in 
whom the only apparent cause of cerebral palsy was 
this type of analgesia. 

Sometimes the mechanism of birth determines 
whether nor not the baby will be asphyxiated. Nor- 
mally, when the navel is delivered and the umbilical 
cord is exposed to the cool extra-uterine environment, 
the umbilical artery automatically contracts, shutting 
off the blood supply to the placenta. Nature appar- 
ently uses this as a safety valve to prevent the child 
from bleeding into the placenta. 

In normal cephalic birth, the infant can breathe 
before the blood supply from the placenta is inter- 
rupted. When the breech is delivered first, however, 
the umbilical cord is exposed to the air before the 
head is born. The time between the delivery of the 
cord and the delivery of the head is thus a potential 
period of anoxia. Therefore, anoxia is much more 
common in breech delivery, especially one in which 
there is a delay in the delivery of the head. Thus, 
cerebral palsy is more common in children born by 
breech than by cephalic mechanism, and the type of 
cerebral palsy most commonly seen is the extrapyram- 
idal form. 

Sometimes a child may be strangulated by the cord 
around its neck. Breech delivery or strangulation, 
however, may be the result of cerebral palsy rather 
than the cause of it. It is logical to assume that a 
child with a prenatal paralysis of its legs would be 
unable to kick normally, and thus to dislodge the 
breech, once it had entered the maternal pelvis. By 
the same token, the child with a prenatal athetosis 
might exhibit excessive turning movements in utero 
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and in its gyrations might twist the cord around its 
neck several times. In these cases, the breech position 
or the “cord around the neck” would be the result 
rather than the cause of the cerebral palsy. 

Kinking or pinching of the umbilical cord during 
the birth process may result in interference with fetal 
blood supply and thus cause anoxia. 

Abruptio placenta and placenta praevia are also 
associated with a high incidence of blue babies, as- 
phyxia, and cerebral palsy. 

If a child or mother is severely anemic, there may 
be insufficient hemoglobin to carry enough oxygen for 
adequate brain function, with 
damage. 

Vascular damage and tranma—The most difficult 
hurdle in life is birth. Most of the traumatic causes 
of brain injury at birth may be considered as physio- 
logic. In the birth process, the baby uses its head as 
a battering ram. Propelled by strong uterine con- 
tractions, it batters its way through the birth canal 
using its head to dilate the cervix, and to stretch the 
pelvic floor. The head impinges upon and is deflected 
from the hard bony structure of the maternal pelvis. 
From the amount of trauma which the head sustains, 
it is surprising that not all infants are born with 
cerebral hemorrhage. To protect the skull and brain, 
nature has supplied sutures and fontanelles which 
allow the skull to conform to the shape of the birth 
canal, so that instead of being cracked or broken, the 
skull is molded. When the child is big or the pelvis 
small, however, natural safeguards may be insufficient 
to protect the brain from injury, especially if labor is 
prolonged and hard. 

Trauma or mechanical injury to the skull and brain 
can cause hemorrhages, as well as contusions. Occa- 
sionally this is due to too strenuous an application of 
forceps by the obstetrician. The obstetrician has been 
much maligned, however, for contrary to popular 
Opinion, trauma caused by obstetricians as distin- 
guished from natural obstetrical trauma is probably 
responsible for less than 5 per cent of all cases of 
cerebral palsy. 

Sometimes sudden pressure changes can cause hem- 
orrhages and other injuries to the brain. The intra- 
uterine pressure is greater than atmospheric pressure, 
and a sudden change from the former to the latter 
may result in something like the ‘bends,’ wherein 
there is a sudden release of pressure with resultant 
air emboli, ruptured blood vessels, and hemorrhages. 
Such release occurs in precipitate deliveries or in 
caesarean sections. In both instances, there may be 
insufficient time to allow for natural decompression. 

In performing autopsies on children born by cae- 
sarean section, it has been demonstrated that these in- 
fants have an increased amount of fluid in the spaces 
around the brain as the result of sudden decompres- 
sion. The same mechanism could explain the occur- 
rence of blood vessel rupture due to rapid expansion 
of the skull and its contents. 


resultant anoxic 
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Any condition which results in increased fragility 
or friability of the blood vessels in the brain will tend 
to predispose to cerebral hemorrhage. A premature 
baby, for instance, has much thinner blood vessels 
than the full term child and is, therefore, more pre- 
disposed to have cerebral palsy. A debilitated or weak 
infant may develop cerebral palsy as a result of weak 
blood vessel walls. Syphilis is a common cause of 
cerebral hemorrhage in the newborn child, not only 
because there is a tendency for syphilitic infants to 
be debilitated or weak, but also because the blood 
vessels are often specifically affected by syphilis. 


Occasionally a child is born with a tendency to 
bleed. This may be due to hemophilia which occurs 
only in male infants. More commonly, neonatal bleed- 
ing is due to a lack of vitamin K in the blood. This 
latter condition used to be responsible for about 1 per 
cent of the cases of cerebral palsy. Every normal child 
at birth has less vitamin K and a greater tendency to 
bleed than older children. This lack is physiologic. 
One of the body's main sources of vitamin K is the 
intestinal flora, a fact which has made it difficult to 
cause vitamin K deficiencies in animals by eliminating 
this vitamin from the diet. Only if the intestines are 
sterilized by certain drugs, as the sulfonamides or 
streptomycin, or if there is damage to the liver 
(where vitamin K is stored), can a deficiency be 
caused in an adult. A newborn child, however, has a 
sterile gut, and thus has no bacteria in the intestines 
to manufacture its own vitamin K. Until its gastro- 
intestinal tract becomes infested with bacteria, which 
happens as soon as it starts to eat, it must depend 
upon the maternal passive transfer of vitamin K. If 
this is insufficient, the infant will develop a bleeding 
tendency. Such a child will hemorrhage at almost all 
pressure points. Forceps applied to the head will cause 
severe hemorrhages of the skull and often in the 
brain. Even in the course of normal labor generalized 
hemorrhages in these children are very common. 


Obviously the treatment for this condition is 
simple. Vitamin K should be given to the child 
immediately after birth, or better yet, it may be 
given to the mother while she is in labor. She in 
turn will transfer it to the child. In most obstetrical 
services it is now routine to give the mother vitamin 
K while she is in labor. 


There are other factors which may operate during 
the natal period to produce damage to the brain but 
those enumerated above cover the majority of them. 


(3) Postnatal Causes of Cerebral Palsy 


Anything affecting the brain after birth can cause 
cerebral palsy. The postnatal causes may be listed as 
follows: 


(a) Trauma, (b) infections, (c) neoplasms, (d) 
drugs, (e) vascular conditions, and (f) anoxia. 
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Trauma addition to the direct effects of 
trauma, as from penetrating wounds or skull frac- 
tures, there are secondary effects of trauma due to 
hemorrhage. 


Infections — The most common infections of the 
brain are meningitis and encephalitis. Parkinsonism 
is a chronic encephalitis which may occur two to three 
years following an attack of influenza. Brain ab- 
scesses following otitis media, anesthesia, lung ab- 
scess, etc., may cause cerebral palsy. Multiple scler- 
osis, likewise, is a form of cerebral palsy which is 
possibly infectious in nature. 


Neoplasms — Tumors of the brain may give rise to 
cerebral palsy. These may be expanding tumors or 
conditions such as tuberous sclerosis or congenital 
cysts of the brain. Actually it might be logical to 
classify these as prenatal in origin, since the anlage 
for them presumably may have been present before 
birth. 


Drugs — Poisoning must also be considered as a 
cause of cerebral palsy. In children, lead poisoning 
often involves the brain, causing encephalopathy, 
usually resulting in spasticity. Arsenic poisoning 
may result in cerebral damage and prolonged insulin 
reaction may have the same effect. 


Vascular conditions —I\n children, the most com- 
mon cause of a spontaneous cerebral hemorrhage is 
a rupture of a congenital aneurysm of the brain 
vessels. With senescenece, however, arterial diseases 
develop, with resultant arterio-sclerosis and hyper- 
tension. Cerebral thrombosis is more common in 
adults primarily in debilitated individuals and in 
those with marked arteriosclerosis, due to senility, 
syphilis or other factors. Vascular embolism of the 
brain, where it occurs in children, is generally due to 
an endocarditis. In adults it may often follow septi- 
cemia, dislodgment of postoperative clots, or diseases 
of the blood vessels. In the presence of hypertension, 
spasm of the cerebral blood vessels may occur, causing 
anoxia, brain destruction and secondary hemorrhages. 
All of these acute vascular accidents are what the 
layman terms “strokes” and usually result in the clin- 
ical picture of a spastic hemiplegia. It is not gen- 
erally appreciated that had the late President Roose- 
velt recovered from his stroke he would have had 
cerebral palsy as well as poliomyelitis. 


Sudden pressure changes may also result in minute 
vascular hemorrhages in the brain. These are seen 
in such conditions as caissons’ disease, exposure to 
low pressure in high-flying airplanes and in blast 
injuries. 

Anoxia — The adult brain is much less tolerant of 
oxygen lack than the infant brain. It is not surpris- 
ing, therefore, that cerebral damage and even death 

(Continued on page 76) 
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Present Day Trends In Cerebral Palsy 


Marguerite Abbott, O.T.R. 


Executive Director, Coordinating Council for Cerebral 
Palsy in New York City, Inc. 


With the present sharp focus on the subject of 
cerebral palsy, including its many facets of medical, 
socio-economic and psychological factors, it might be 
well to review briefly the past record, followed by a 
summation of its present salient achievements. 

Ten years ago the word ‘‘spastics’” was the general 
term used to include all clinical types of cerebral 
palsies. The usual assumption was accepted that any 
child who suffered a brain injury was probably feeble- 
minded and similar to all others in this category. 

We now know this to be a fallacy, due largely to 
the initial pioneer work of Winthrop M. Phelps, 
until today there is an almost universal acceptance, 
both from the medical profession and the lay-public, 
of his term Cerebral Palsy', adopted deliberately to 
obliterate the concept of mental deficiency. 

The general acceptance of this concept alone over 
a brief period of ten years is a far, far objective step 
forward. If this, then, can be accepted as a pro- 
gressive criterion for future achievements in the next 
ten years, indeed we may have every hope that many 
more scientific premises will evolve. 

The trend for professional personnel working with 
the cerebral palsied, is toward integration as a team, 
and not as an individualist, under the medical direc- 
tion of those physicians competent and interested in 
the subject. 

During the past ten years, several methods and 
treatment techniques have crystalized in neuromus- 
cular reeducation for the cerebral palsied. These may 
be summarized briefly as follows: 


1. The method used at the Kabat Kaiser Institute, 
Washington, D.C., which is the application of 
heavy resistance? exercises given manually by 
the therapist for maximal activation of simple 
motions. This is followed by the principle of 
reinforcement of voluntary innervation, which 
is the utilization of this most favorable part for 
the range of motion. 

2. The daily activities method of approach’, such 
as that used by Dr. George Deaver, utilizing the 
four basic physical requirements of daily living, 
which are walk and travel, self-care, maximum 
use of the hands, and adequate speech. 

3. The method of teaching relaxation and control 
through the prinicple of conscious control*.®.6 
from a position of relaxation, as advocated by 
Phelps. There are fifteen specific modalities 
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used in this method, which is employed by 
both the physical and occupational therapist for 
muscle reeducation. One, or a selected group of 
the modalities, may be utilized to achieve ob- 
jectives. With this method of neuromuscular 
reeducation, extensive specialized bracing, when 
indicated, is usually used’. 

4. Conscious control and coordination based upon 
the method employed by Dr. Temple Fay for 
muscle reeducation stresses the training and co- 
ordination of skills with the distal phalanges 
first®. This is based upon the neurological con- 
cept of the early developmental patterns of basic 
motor responses in the infant, such as reach 
and grasp, which he feels should be developed 
first. This is initiated by placing the infant or 
child in the elemental quadriped position on his 
stomach, first learning locomotion from this 
primitive natural position and gradually assum- 
ing the upright position as control improves. 
Dr. Fay also believes that relaxation and control 
should be taught in the following sequence: 
first, learned emotional control such as social 
behavior and self care; secondly, skilled finger, 
hand training and coordination; third, educa- 
tion of the dominant hand; fourth, speech and 
writing; and fifth, ambulation. 


5. Pharmacological agents® are being used experi- 
mentally, representing an effort to increase the 
patient's response to traditional therapy. Such 
drugs as curare, tubocurarine, prostigmin, my- 
anesin, parpanic, and others have been used for 
clinical experimentation in conjunction wit. ac- 
cepted methods of muscle reeducation. Their 
reaction, briefly is that some of these drugs 
produce a neuromuscular block at critical fre- 
quencies of stimulation known as the “Weden- 
sky inhibition”. This means a myoneural block 
occurs at a point between nerve and muscle, at 
which junction abnormal mechanisms may be 
ameliorated (not obliterated), allowing good 
early habit pattern training by the application 
of therapeutic exercise. 


Therefore, we have these very definite methods of 
choice for clinical treatment of muscle reeducation 
which have been developed by medical personnel 
well known in the field. To utilize any one of these 
methods effectively, the occupational therapist and 
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physical therapist should first be able to recognize 
abnormal clinical motor signs and symptoms, such as 
involuntary motion, rigidity, flaccidity, tremor, pri- 
mary incoordination and spasticity, which are aber- 
rations of motor function due to pathology in the 
motor control centers of the brain. Then, let her 
choice of treatment be determined by the physician's 
diagnosis plus the needs of each child, for no two 
cases of cerebral palsy are exactly alike. Never try to 
fit the child into one certain type of treatment, but 
rather, fit the treatment relative to the needs of the 
child. 

It might be well to interject here that professional 
personnel working in this field should never be guilty 
of promulgating any one technique to the exclusion 
of all other techniques. Surely this is not the scien- 
tific method of approach, and one might well parry 
the question, ‘How do you know which is the correct 
method?’ Clinical research is the answer to this ques- 
tion as to which method can forecast even a predic- 
table result, and this has yet to be done. 

Until we have set up clinical research projects in 
all of the ancillary treatment adjuvents, using selected 
control groups, keeping careful records over a stated 
period of time, based upon specific accrued data, 
which in turn has been duly recorded, studied, con- 
clusions drawn, and summaries made — then, and 
only then, when we have a proven base line, can the 
statement be made, ‘If this method is used, the prob- 
able predictable result will be...” A positive state- 
ment about any cerebral palsy treatment method at 
this time is only empirical. and observational in 
nature. 

Much has already been done in the field of psy- 
chology relative to determining the mental maturity 
level of the cerebral palsied child. Obviously, one 
fact is certain. A psychologist without specialized 
knowledge of cerebral palsy administering a test for 
measuring intelligence, which consists largely of items 
which involve motor manipulation of test materials 
requiring expression through language, and not modi- 
fied for the cerebral palsied child, will produce only 
a totally inaccurate measure of the child’s maturity 
level. 

The psychologist must have a specialized knowl- 
edge of cerebral palsy, and allowances must be made 
for the child’s physical incapacities, with much extra 
time for responses. Motor mechanisms of the cere- 
bral palsied are so impaired that responses are slow, 
and hand movements uncoordinated. Speech is in- 
distinct and sometimes lacking. But all this does not 
mean, in many instances, retardation, but rather, de- 
layed action responses. 

Lord'® pointed out long ago that the testing pro- 
gram is to make an analysis of the child’s capacity 
which will be his educability. Burgemeister and 
Blum!" are currently working upon a mental maturity 
scale specifically modified for the use of cerebral 


palsies. They point out that the exercise of objectivity 
is essential. 

The brain damage that causes athetosis, with the 
probable lesion in the basal ganglia, does not in itself 
affect intelligence'*. Therefore, cerebral palsied 
children in this classification have as much chance of 
normal intelligence as the brain which is not injured. 
In the case of true spasticity, wherein the cortex is 
damaged, which lies adjacent to the frontal area of 
intelligence, the patient has less chance for a normal 
mentality. McIntire’ and Bice!’ have made some de- 
tailed studies relative to incidence of mental defi- 
ciency. 

Vocational rehabilitation for the cerebral palsied 
is an area yet to be expanded, although there is recent 
thinking in this field. For the reader who is inter- 
ested in this phase, there are listed several references, 
as follows. Articles by Holman", McIntire’, Bar- 
ker'?, Odoroff!8, and the U.S. Department of Labor", 
cover this subject most adequately. 

Many advances are being made in the field of 
speech disorders. One of those institutions which are 
currently doing outstanding work, especially clinical 
research, is the Institute of Logopedics, under the di- 
rection of Dr. Martin Palmer, at Wichita, Kansas. 
He says, “Almost every child with an extensive dys- 
function of the extremities also has a dyscoordination 
of the muscular patterns of breathing, laryngeal valv- 
ing, chewing, sucking and swallowing’. His article, 
“Speech Disorders in Cerebral Palsy’*°, is very in- 
formative and includes notations as to where and 
how to obtain qualified speech therapists, and sum- 
maries on speech reading, stuttering, aphasia, cere- 
bral dominance and motor speech disorders. 

Voluntary agencies and associations, together with 
current legislation dealing directly with services for 
the cerebral palsied, are doing a great deal of con- 
structive work. The National Society for Crippled 
Children and Adults, a nation-wide voluntary agency 
with headquarters in Chicago and more than 2,000 
state and local member societies, has a special Cere- 
bral Palsy Division established in 1946 to aid its state 
member units as well as other tax supported and vol- 
untary agencies in developing urgently needed serv- 
ices for the cerebral palsied. It supplies not only 
direct services to the cerebral palsied but also educa- 
tion of professional workers, parents and the public, 
as well as research to provide increased knowledge 
of the causes of cerebral palsy and its prevention, 
care and treatment. Cerebral palsy study fellowships 
are also available to qualified occupational therapists. 
Mrs. Elizabeth Wagner is the occupational therapy 
consultant for the National Society for Crippled 
Children and Adults. 


When the National Society for Crippled Children 
and Adults Cerebral Palsy Division was formed, a 
Medical Advisory Council of nationally known spec- 
ialists in the cerebral palsy field was appointed to 
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furnish sound guidance and leadership. It is signifi- 
cant to know that in the following year, 1947, this 
6-member Council formed the American Academy for 
Cerebral Palsy, which continues to advise on all 
aspects of the program. This advisory council is com- 
posed of Dr. Earl Carlson, Dr. Bronson Crothers, Dr. 
Temple Fay, Dr. Meyer Perlstein, Dr. Winthrop 
Phelps, and Dr. George Deaver, President-elect of 
the Council. 

The national foundation for cerebral palsy is lo- 
cated in New York City and is known as the United 
Cerebral Palsy Associations, Inc. Affiliated with this 
organization are sixteen state associations. Its ac- 
tivities are concerned with research, education, public 
relations, and parent groups. 

The Medical Coordinating Council for Cerebral 
Palsy in New York City, Inc., is a medical group, 
composed of outstanding doctors in New York City, 
and it acts as a clearing house, contact center, and 
as liaison for coordinating professional cerebral palsy 
services in New York City, and upon request it gives 
consultation and advice. Dr. Philip D. Wilson, Sur- 
geon-in-Chief of the Hospital for Special Surgery, 
is President of the Council. It sponsors no direct 
services, and is an ancillary of the Cerebral Palsy 
Society of New York City, Inc., of which Miss Flora 
Kovalsky is the Executive Secretary. 

Legislation*! dealing with the cerebral palsy prob- 
lem is currently receiving attention throughout the 
country. In New York State, legislation has been 
passed which makes mandatory, as of January 1, 
1950, the reporting of all cerebral palsy cases up to 
the age of eighteen years, to the local Board of 
Health.?* There is also a New York State Joint Leg- 
islative Committee which was created for the purpose 
of studying the problem of cerebral palsy for both 
direct and indirect services. 

College credit courses for school teachers in the 
educational** field of cerebral palsy is a definite trend, 
and are being given in a number of the large univer- 
sities and teachers’ colleges. These courses are set 
up as workshop courses, and are designed to train 
teachers in an understanding of the problems en- 
countered and techniques for meeting these situations. 


In organizing services and treatment units for 
cerebral palsy, too much emphasis cannot be placed 
upon the development of these units based on an 
over-all need of effective integration with existing 
facilities.*4 Much better results will ensue by develop- 
ing, amplifying and improving an existing facility, 
than by trying to organize and operate separate treat- 
ment units, which are very costly both from the 
financial and the administrative angles. 

The question is constantly asked, “What should 
be the qualifications of the occupational therapist?® 
working with the cerebral palsied?” 


Obviously, in such a specialized field of motor 
disabilities, specialized knowledge beyond that of the 
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under-graduate level of the occupational therapist is 
necessary. She should know the medical diagnostic 
classifications in the cerebral palsy area, in order to 
correctly interpret medical orders issued by the medi- 
cal director. There being several specific methods for 
the clinical treatment of the cerebral palsied, the 
therapist should acquire at least a survey knowledge 
of these several methods, and proficiency and specific 
knowledge in one. 

Let her final decision of treatment technique rest 
not upon her dogmatic assertion that this method or 
that method is the only one, but rather the decision 
upon the treatment of choice, should be entirely 
governed by the needs of her patient. Again we 
reiterate: no two cerebral palsied children are alike. 

Real tolerance and understanding are rare virtues, 
and the occupational therapist, especially if she is 
to succeed, should make these part of her armament- 
arium of her psychological and manual skills. 

1. American Academy for Cerebral Palsy. 
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Assembling Forces For The Cerebral 
Palsied Child 


Henry O. Marsh, M.D. 


Director of Medical Services 
Institute of Logopedics, Wichita, Kansas 


The assembling of our forces for cerebral palsy is 
an intricately woven problem with many facets. The 
true magnitude and complexity is only realized when 
a case of cerebral palsy with moderate or severe in- 
volvement is closely analyzed. The brain, the seat of 
the pathology and the least understood organ of the 
body is characterized by the multiplicity, complexity 
and intimate relationship of its centers. Thus, one 
case of cerebral palsy may have, as a result of a brain 
lesion, spasticity of the locomotor apparatus, aphasia, 
visual defects, deafness and mental impairment—in 
fact, there may be interference with any one or all 
functions of the body. It is this multiplicity of insult 
to the individual that makes the full assembling of 
our forces imperative to properly attack the cerebral 
palsy problem. We must have all the medical special- 
ties available for consultation—therapists, logopedists, 
and educators in all fields. Behind all this we must 
have an increased awareness of the problem among 
professional people and a more educated and better 
informed public. 

The tendency thus far in the cerebral palsy field 
has been to approach the child from each individual 
professional specialty, forgetting that the total end 
result is the final yardstick against which all results 
are eventually measured. The correction of all orth- 
opedic deformities, correction of neurological con- 
ditions or the correction of speech handicaps repre- 
sent but a partial approach to the total problem of 
the individual patient. Every child should be given 
the maximum possible improvement in each profes- 
sional field but with the recognition that these spec- 
ialized fields are not self-sufficient but are mutually 
inter-dependent in the successful achievement of a 
worthwhile end result. When the child is taught to 
walk the neuro-reorganization which results is bene- 
ficial to speech and speech improves. If, in occupa- 
tional therapy the child learns increased use of the 
hands, all other bodily functions will progress such 
as speech, leg use and educability. The neurologic 
reorganization necessarily involved in learning is so 
complicated and closely integrated that improvement 
as a whole results from any one improvement in func- 
tion; for example, in order to improve the speech of 
the child, occupational therapy should be given to 
the arms and hands, physical therapy to the legs and 
body, deformities should be corrected, general physi- 
cal health maintained and all possible remedial con- 


ditions corrected. Only with this correlated attack 
on the problem can the utmost benefit be achieved. 
Isolated attempts by any one specialty to meet this 
formidable problem is wasteful of time, money and 
energy and deprives the patient of the maximum 
possible end result. 

The enormity of the cerebral palsy problem is not 
appreciated. The cause of this disorder is not, as 
commonly thought due solely to brain injury occur- 
ring at birth from the improper use and application 
of obstetrical forceps. On the contrary, the condition 
may be due to pathology present prior to birth such 
as failure of the brain to develop properly, maternal 
infections during pregnancy or hereditary factors. 
Difficult and prolonged delivery, deficient oxygena- 
ation of the cerebral tissue or cerebral hemorrhage 
may produce this malady at birth. At any period in 
the life of the individual, cerebral damage may de- 
velop which will originate this state such as head 
trauma, cerebral infections, tumors and vascular ac- 
cidents. On the basis of the most accurate figures 
available, and it is believed that the figures now avail- 
able are unreliable and incomplete, the yearly inci- 
dence of this affliction is considerably underrated. 
The annual incidence of cerebral palsy, according to 
Dr. Winthrop M. Phelps, is7 cases in each 100,000 
population. Even this low figure makes cerebral palsy 
second only to poliomyelitis as the most common 
crippling condition of childhood. The most recent 
registers of State Crippled Children’s Commissions 
show a ration of 10 cerebral palsy cases to every 19 
polio cases. This proportion will undoubtedly become 
more nearly equal as more accurate figures are made 
available. This annual incidence is constant and un- 
affected by an urban or rural environment, by geo- 
graphical location or economical status. Surveys show 
that of these seven children in each 100,000 one dies 
early in life, two are severely handicapped mentally, 
one has severe physical handicaps, two have moderate 
physical handicaps, and one has a physical handicap 
so mild as to require no theraapy. Therefore, there 
occurs yearly four treatable cerebral palsy cases per 
100,000 population. On this basis there are 112,000 
cerebral palsy children under 20 years of age in the 
United States at the present time who are treatable. 


*Presented at the Annual Convention of the American Oc- 
cupational Therapy Association, Detroit, Michigan, 1949. 
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Normal intelligence is present in 70% of this group. 
In the other 30% the mental impairment varies from 
that which is so slight that the parents will only un- 
willingly acknowledge its presence to definite in- 
tellectual retardation. Often the burden of a physical 
handicap conceals a normal mentality and only after 
this load has been lightened does the true intelligence 
shine through. 


Let us consider in detail the magnitude of this 
problem and the forces at work today. As profes- 
sional people we all recognize a case of cerebral palsy 
but do we know what can be done and what should 
be done for these individuals? Recognition is only 
the beginning. We must know where treatment can 
be obtained or be thoroughly trained to give com- 
petent therapy ourselves. Failing in this, we have 
failed in our responsibility to the patient and our ob- 
ligation to society. What means do we have for ob- 
taining this knowledge and training? First, the pro- 
fessional literature on cerebral palsy is constantly 
growing and is readily available to all of us. This 
makes it possible for us to keep abreast of the cur- 
rent trends in thought and therapy. Second, visits to 
the various cerebral palsy clinics and centers should 
be encouraged so we may know what can be accom- 
plished with these patients and learn of the necessary 
techniques for good sound therapy. Third, the medi- 
cal profession in recognition of the cerebral palsy 
problem with its difficulties in diagnosis and treat- 
ment, recently established the American Academy for 
Cerebral Palsy which has among its objectives, in- 
creased knowledge and recognition of this problem 
and more competent treatment and diagnosis. These 
are good initial steps but they are not enough. We 


must be sure that the personnel treating the cerebral 


palsied cases are properly qualified, have a broad ed- 
ucational background and wide clinical experience. 
Let us emphasize again that this is most essential be- 
cause the cerebral palsy patient labors under the bur- 
den of multiple handicaps. The therapist with the 
broadest background and the deepest understanding 
will best understand and solve this complicated treat- 
ment problem. At the present time while the tide of 
public and professional enthusiasm is at its highest 
peak, professional requirements for entrance into the 
field must not be lowered but must be maintained 
at the highest possible level. 


Further education of parents and lay groups should 
be achieved. These groups constitute a most power- 
' ful force with which to support the cerebral palsy 
program. The keystone of this educational program 
rests upon lectures and round table discussions by the 
doctors and therapists to all interested groups. The 
Crippled Child published by the National Society for 
Crippled Children and Adults and the Spastic Review 
published at the Institute of Logopedics are available 
for education of the general public. In addition to 
this magazine the Cerebral Palsy Division of the 
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National Society for Crippled Children and Adults 
has available movies on cerebral palsy, photographs, 
literature, and an advisory staff which is available to 
offer assistance on the perplexing problems of public 
relations and education. The National Foundation of 
Cerebral Palsy was recently established with two of 
the prime purposes for its existence being the educa- 
tion of the public and unification of the program. 
This organization in the future will be to cerebral 
palsy what the National Foundation of Infantile Pa- 
ralysis is today to poliomyelitis. 

Diagnostic Clinics should be established at central 
points throughout the country and would be the cere- 
bral palsy nerve centers for diagnosis and treatment. 
To these central clinics the family physician and 
smaller clinics and special schools could refer cases. 
The specialists in many fields available in such central 
clinics would diagnose and recommend the most ef- 
ficient measures in therapy along medical and surgi- 
cal lines, education, speech and all other special prob- 
lems. Why are these centers essential? No one in- 
dividual can hope to know all the complex aspects 
of diagnosis and treatment which all these fields en- 
compass. A pooling of knowledge is vital. Only this 
concerted action can solve the more difficult diagnos- 
tic puzzles. Having been evaluated at the clinic, the 
proper institution could be recommended for further 
treatment. The children with the greatest handicap 
kept as in-patients at a special school or hospital and 
the more mildly handcapped children referred back 
to the smaller clinics nearest their home for recom- 
mended therapy. 


An orthopedist should be available for the super- 
vision which is necessary for the prevention and cor- 
rection of contractures and deformities, prescribing 
and fitting of braces, and the devising of the special 
apparatus which is so necessary to many of these 
children. Even here in this one special medical field 
the tremendous complexity of the problem again pre- 
sents itself. A lesion in the motor areas of the brain 
may produce muscular manifestations of spasticity, 
athetosis, ataxia, rigidity or tremor. A different 
therapeutic approach is necessary for each type of 
muscular involvement which may be associated with 
any of the non-muscular handicaps. The occupational 
and physical therapy departments are usually closely 
allied with this medical specialty making possible the 
close correlation of these therapies which is so essen- 
tial for intelligent treatment. 


A neurosurgeon should be available for consulta- 
tion on the associated neurological conditions and to 
carry out the indicated diagnostic procedures such as 
electro-encephalograms, ventriculograms, air enceph- 
alograms and the necessary medical and surgical ther- 
apy. A large percentage of the cerebral palsied pa- 
tients, especially the spastics, are subject to convul- 
sions which must be controlled before therapy can be 
effective. All this is the domain of the neurosurgeon 
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in the integrated clinic. 


The cerebral palsied child’s early life may be char- 
acterized by great difficulty in chewing, sucking and 
swallowing with a resultant deficient food intake, 
avitaminoses and generally poor physical condition 
making therapy difficult or impossible. This state is 
amenable to proper medical treatment and must be 
corrected before therapy can be of maximum benefit. 
These children are not immune to the common infec- 
tious diseases of early life which plague the normal 
child. General medical care is necessary and is han- 
dled most competently by the pediatrician. 


The cerebral palsied patients are, as a group, prone 
to psychiatric difficulties of varying magnitude and 
are emotionally more unstable than the “normal” 
child. The athetoid tends to be highly emotional, 
affectionate and to anger easily. The true spastic 
child, on the other hand, tends to withdraw into him- 
self and lead a more lonely existence. These emo- 
tional and psychiatric barriers should be approached 
and dealt with by a psychiatrist if satisfactory prog- 
ress is to be made in the therapy. The mental evalu- 
ation of these children poses an extremely difficult 
problem. Standard intelligence tests are of little value 
depending, as they do, on the sensory intake which 
is frequently limited in these children. The motor 
output by speech or signs is frequently diminished. 
The search in this field for a “test that will test” to 
quote Dr. Martin Palmer, Director of the Institute 
of Logopedics, Wichita, Kansas, is of very basic im- 
portance to the whole cerebral palsy problem. This 
test need not be highly refined, but the psychologist 
on whom the burden of this examination falls, must 
be able to obtain a reliable estimation of the patient's 
intelligence in terms of good, average or poor so that 

sound and accurate prediction of the benefits of 
therapy may be made. At the present time, lacking 
an accurate test of intelligence, the patients are seen 
by a panel of specialists which usually includes physi- 
cians, therapists, logopedists and educators. If there 
seems to be a reasonable chance of some benefit 
being obtained by therapy the patient is accepted for 
a three month trial period and a therapeutic test con- 
ducted to see if the patient will respond to treatment. 
This manner of testing is very crude and expensive 
as highly trained personnel spend as much time on 
the doubtful cases as is spent on a highly treatable 
child. The field of psychological evaluation then is 
of great importance and offers wide avenues for 
further research and development. 


Research in the field of cerebral palsy is being 
done but more, far more, is necessary. Laboratory re- 
search is needed to determine the exact pathology of 
the different types of cerebral palsy, to explore the 
value of new drugs and their therapeutic value, to 
develop new diagnostic equipment and aids for ther- 
apy. There is a second type of research which should 
be pursued more vigorously, namely, clinical research. 


The results of the drug therapy, brace therapy, surgi- 
cal therapy, occupational and physical therapy, must 
be analyzed more objectively clinically that guess 
work may be eliminated as far as possible from the 
therapeutic picture. 


There is a vast field here for occupational therapy, 
for those patients severely handicapped in the upper 
extremities the development of the basic function of 
reach and grasp is of primary importance. Only after 
this function has been mastered, can one proceed to 
the simple tasks which are so essential to the every- 
day existence of the child such as feeding, drinking, 
dressing and personal hygiene. The mastering of these 
simple problems may be extremely difficult and time 
consuming. Therapists must remember that ther is a 
distinct similarity to a normal person learning to play 
a difficult piece on the piano and the cerebral palsied 
patient learning these simple accomplishments. Ap- 
proximately the same amount of time, patience, effort 
and practice are required by both individuals. Only 
after these basic requirements have been learned can 
the patient proceed to the more advanced skills. Oc- 
cupational therapy plays an important part in pre- 
paring the patient for his role in life. At the Institute 
of Logopedics, the occupational therapy shop has 
been named the “Citizenship School and Workshop” 
indicating that the patient must learn to live and 
work with his fellow men in a normal environment 
The patients are given tasks of constructiong nezes- 
sary articles for other patients and for the Institute 
to teach the value of cooperative effort and of func- 
tioning as an integral part of society rather than as 
an isolated individual. A cerebral palsied child may 
well develop a high degree of skill in some field but 
unless he is able to establish himself as a citizen and 
be accepted in the community, all is wasted. The 
desired end result of our occupational therapy is to 
give these individuals a vocation which will produce 
a livlihood after leaving the Institution. A voca- 
tional guidance department which is closely related 
to the occupational therapy department has the prob- 
lem of directing the interests of the patient in the 
most suitable and lucrative channels. Much too fre- 
quently, these handicapped children strive to attain 
a vocation beyond their intellectual and physical ca- 
pacities. The therapist, in attaining all this, must 
supply that most vital factor, the spark of motivation, 
the spark which produces the constant and unfailing 
desire within these crippled children to achieve and 
to maintain a useful life. Without this spark, therapy - 
is futile. This goal must be always kept in the mind 
of the therapist and striven for in all work with the 
cerebral palsied. 


Physical therapy, in cerebral palsy, occupies an im- 
portant place in the complete treatment. The re-ed- 
ucation of the neuro-muscular apparatus in the per- 
formance of body balance and the proper use of the 

(Continued on page 91) 
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Speech For The Cerebral Palsy Patient 


Grace Chenoweth Orr* 


Of the large number of cerebral palsy patients 
needing specialized training, between sixty to seventy 
percent are in need of some speech training‘'. Yet, 
only a few of these are receiving the training which 
they need. There is no doubt that much needs to be 
done in this area of speech therapy, not only in 
actual work with the cases but also in research which 
will enable those in the field to more adequately care 
for those cases coming under their guidance. Prog- 
ress along this line is slow but is being made. Speech 
therapists and other interested persons are most 
anxious to do what they can to help the cerebral 
palsy patient but too often feel inadequately pre- 
pared to cope with the situation. The purpose of 
this paper is to enumerate and discuss a few of the 
questions most frequently asked by these persons in 
the hope that they may feel somewhat better able 
to work with the speech problems of this group of 
handicapped patients. 


Should I Attempt to Work With the Cerebral Palsy 
Patient even though I am Inexperienced in this Field? 


This question frequently arises in meetings of ther- 
apists. Someone is certain to bring up the problem, 
“I have a child in one of my classes who is cerebral 
palsied. What should I do about him?” In general, 
the answer is to do what you are able to do. The field 
of cerebral palsy speech is a highly technical one. 
In order to do a really adequate piece of work with 
this type of a case, the therapist needs to have had 
extensive training and experience with organic dis- 
orders. She needs to be familiar with the organic 
problem present, understand the physical and emo- 
tional condition of the patient, and be experienced 
in handling these cases which are often the most 
difficult she will ever face. However, if only those 
who were experienced in working with cerebral palsy 
were to work with these cases a far greater number 
would lack therapy than do at the present time. 
It would certainly be wrong to keep a patient from 
progressing at all even though his progress might 
not be as rapid as if he had an experienced therapist 
on his case. 

Very few speech therapists graduate from an ap- 
proved speech therapy training course now without 
having had at least an introduction to cerebral palsy 
speech. They also have had a fair amount of work 
with articulation problems, the hard of hearing, 
speech retardation and stuttering. Many of the tech- 
niques used in handling patients of these types are 
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also used in working with the cerebral palsied. As 
long as the therapist is cautious, seeks advice and 
help when she feels she needs it, is alert to person- 
ality problems which may arise in any speech case 
and is able to handle such problems which may arise, 
she should attempt therapy by all means. Parents, 
completely untrained in speech therapy, have proved 
that the inexperienced are able to help these children 
tremendously when given suggestions for home train- 
ing. 

The inexperienced therapist should remember the 
following things in particular: 

1. Never force a patient into a speech learning 
situation. Make the training period enough fun so 
that he will want to attend class. 

2. Never attempt to work with a specific muscle 
or group of muscles unless you understand what the 
problem is and unless the type of work you are an- 
ticipating doing is medically approved. The danger 
here is that you may strengthen the wrong muscle 
and actually cause more harm than good. 

3. Never work with the cerebral palsy patient un- 
less you enjoy doing that type of work. Mrs. Gratke 
has stated that you must like these patients in order 
to work with them‘. This is one of the most im- 
portant things to remember. If you feel ill at ease 
with the cerebral palsy patient, do not attempt to 
work with him. 

4. Do not set your goals too high. Expect progress 
to be slow. 

5. Be consistent in your work with the patient. 

6. When in doubt concerning the wisdom of a 
certain type of therapy, seek advice. 

7. Be ingenious. Think up new ways to do the 
same drills as repetition is necessary. 

8. Your primary aim is to teach the patient to 
talk. Have fun doing it. 


How Should I Set Up My Goals? 


The goals the therapist must set up for the cere- 
bral palsy patient are important. The ultimate goal, 
of course, is understandable speech. The desirability 
of speech is expressed by Perlstein and Shere as 
follows: 

“It is a vital part of the rehabilitation program be- 

cauise speech gives the child a chance to express 


*B.A., Milwaukee-Downer College; M.A., State University 
of Iowa; formerly Speech Therapist — Principal, Crippled 
Children’s School, Jamestown, North Dakota; at present, 
Senior Teacher, Hospital-School, Iowa City. 
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himself, and consequently, to acquire a more 

pleasing personality; it stimulates mental growth, 

and it improves his chance of becoming self sup- 

porting.”"')) 
Certainly no one will question the value of speech. 
We must be careful, however, to have as our in- 
termediate goal something which may be accomp- 
lished by the patient in a relatively short period of 
time. We do not expect a child to learn to walk in 
a few weeks. Neither should we expect him to learn 
to speak acceptably in a short time. And our goals 
should be set up in a definite order so that when one 
is reached, it will automatically lead into the next 
step toward the final goal. These immediate goals 
will depend entirely upon the individual case. As no 
two cases are exactly alike, so no two sets of goals 
can be identical. The over-all picture of goals for 
the severely handicapped patient should follow this 
general plan: 

1. Develop a comprehensional vocabulary. As 
many of these patients have not been talked with or 
read to, they have not developed a comprehensional 
vocabulary commensurate with their age or mental 
ability. A child will not know what a chair is unless 
someone tells him regardless of his mental level. 
Therefore, the first major goal will be to develop his 
understanding. 


2. Develop a desire to talk. There are many rea- 
sons why a person may not wish to talk. Perhaps it 
is easier for him to communicate by gesture. Maybe 
he feels frustrated because no one understands what 
he does have to say. Perhaps no one listens to him. 
His handicap may be so severe that it is physically 
impossible for him to speak and he has given up 
trying. Whatever the reason, it is up to the therapist 
to instill within him a desire to communicate by the 
spoken word. She must be careful not to over-stimu- 
late him—to cause him to want to speak so badly 
that he cannot adjust himself to working on the 
intermediate steps so necessary to speech. 


3. Develop the voice musculature. Teach coordin- 
ation and control. Strengthen weak muscles and en- 
courage the patients to make use of what he has. 
Within this category, there will be many goals, i.e. 
holding a cork between the lips for one second, then 
five seconds, etc. The individual goals will depend 
upon the area in which the individual case needs 
work. 


4. Develop babbling, the production of individual 
sounds, words and sentences. Here again, the week- 
ly or monthly goals will vary. One case may have 
difficulty with “f” while another has no trouble with 
that sound but experiences a good deal of difficulty 
with “p”. In general, the sounds should be attempted 
in developmental order but if the patient experiences 
exceptional trouble with one particular sound, it is 
often wise to skip it for the time and go on to other 
sounds which may prove easier. 
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5. Develop good articulation. 
6. Develop good voice. 


Always encourage the patient. Have the goals so 
arranged that he may see his own progress, however 
slow it may be. Graphing is an excellent way of 
showing a patient that improvement is being made. 
It should be stressed that it is not necessary to rigid- 
ly adhere to the above stated steps. That is, the 
therapist may often work with items from several 
steps at the same time. In fact, it is the wise thera- 
pist who develops comprehensional vocabulary at the 
same time that she is working on individual sounds. 
She may also be working on voice problems, breath 
control and muscle development at this time. 


How Often Should | Work With the Patient? 


_In answer to this question, it is a temptation to 
answer, “As often as possible”. At the Hospital- 
School, we feel that in the case of the severely handi- 
capped child, it is almost useless to attempt therapy 
less than five times a week. We also feel that for the 
younger child, several short periods (two or three a 
day) are of far more value than one longer period. 
It is, of course, necessary to take caution that the 
child is not physically exhausted by his therapy, but 
the alert therapist is able to work with a child almost 
indefinitely if she can schedule her work so that it is 
varied, stimulating and fun. Drills by themselves for 
long periods is often successful with older patients. 
The more the patient uses his speech, providing he 
uses it correctly, the faster will be his improvement. 
Most speech therapist find their time so taken that 
they cannot spend a considerable amount of time 
with one patient. In such cases, it is suggested ther- 
apy be undertaken three times a week as a minimum 
for the less severely handicapped and five times a 
week for the severely handicapped. 


What is the Difference in Teaching Speech to the 
Spastic and to the Athetoid Child? 


The spastic patient has a slow, jerky speech with 
sluggish articulation and sudden changes in pitch and 
rate. The athetoid child has speech that is character- 
ized by frequent changes in lip and tongue forma- 
tions and movements. Because of the involuntary 
movements found in the athetoid, his speech may 
vary from day to day with no consistent patterns 
being established. Nevertheless, as Perlstein and 
Shere point out, the fundamental steps in teaching 
speech to these two types do not differ consider- 
ably‘''’. Relaxation is used in both types. However, 
whereas relaxation is the keynote for the treatment 
program in the athetoid, it assumes secondary im- 
portance in work with the spastic. It is wise to at- 
tempt first of all to strengthen the weaker muscles 
in the spastic and to train the patient to work toward 
gaining control of his oral musculature. With the 
athetoid, the same program of training is attempted, 
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but work begins with relaxation and then proceeds 
to controlled movements from the relaxed position. 
The same principles used in physical and occupa- 
tional therapy should be used in speech training with 
these two types of cerebral palsy patients. 


How Can I Induce Relaxation in these Patients? 


In attempting to alleviate problems caused by the 
general condition of the patient, relaxation is be- 
coming an almost universal method of treatment. 
Both the spastic and the athetoid profit by use of this 
type of therapy. In attempting to produce relaxation, 
various methods are used by various therapists. Some 
do not attempt to have a formal period of relaxation 
but work with the case immediately following a 
physical therapy treatment where he has been given 
relaxation therapy. Others use various methods to 
instill relaxation in the patient. The use of music, 
suggestion, semantic relaxation, massage, heat and pro- 
gressive relaxation are followed by various thera- 
pists‘) Carlson suggests that relaxation is im- 
portant but states that to be of any value to the cere- 
bral palsied, it must be carried over into all situations. 
The type of relaxation that this writer feels is of 
value, is that of the progressive type. In this method 
of relaxation, the patient is put on a bed on his back 
where he lies quietly for a while. Then he is taught 
to “feel” the tenseness present in his body. When 
this is accomplished, he learns to alternately tighten 
and relax certain muscle groups, starting with the 
large muscle groups and proceeding to the smaller, 
more intricate ones. Following these achievements, 
he learns to relax the muscles without the initial vol- 
untary tension of them. When this is accomplished 
in the prone position, the sitting position is used; 
and following that a standing position might be 
attempted. Thus the patient may learn to relax vol- 
untarily in any position he may happen to be in 
when tension is present. This method of relaxation 
can be used with young children as well as with 
adults. For further information, the reader is re- 
ferred to the book, “Progressive Relaxation” by Ed- 
mund Jacobson’. 

Many times, the speech therapist does not have the 
time in which to proceed with relaxation as above 
described. She may find it more advisable to attempt 
to produce relaxation on a smaller scale. The follow- 
ing suggestions may help produce relaxation of the 
speech musculature: 

1. Playing Rag Doll: 

I'm a limp rag doll. 

I have no bones. 

My arms are limp, 
My legs are limp, 

My neck is limp. 

I'm a limp rag doll’. 

2. Child pretends he is a flower, let child choose 

his own flower according to the season. Imagine 
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a wind coming along and blowing his head 
slowly around. Let jaw drop. The wind blows 
harder and body sways in the direction the head 
is moving. 
. Yawn. Pretend you are falling asleep. 
4. Pretend you are smelling a pretty flower. Take 
a big breath, than slowly exhale. 
When working with the small child, be sure he is 
secure and not afraid of falling before you start. 


In What Ways Can I Help Develop Breath Control? 


Breathing exercise may be done without the pa- 
tient realizing that he is working on breath support 
or correct breathing. The therapist should use her 
imagination and make up games which will help 
develop breath control. Blowing out candles, blowing 
bubbles, horns, pinwheels, feathers, ping-pong balls, 
panting like a dog, taking a deep breath and sustaining 
a vowel sound for as long a time as possible, laugh- 
ing, working on a poem for expression as well as 
phrasing, “pushing” exercises as described by Froe- 
schels‘"’, are all suggestions. 


What Do I Do to Increase Coordination and Control 
of the Vocal Musculature? 


For good articulation it is necessary to have 
good use of the lip, tongue and jaw muscula- 
ture. Because we use the same muscles in speaking 
that we do in eating, progress in eating is followed 
by progress in speech’. Consequently, it is impor- 
tant that the severely handicapped child is given 
feeding training, that is, training in chewing, swal- 
lowing and sucking. The speech therapist will often 
find it to her advantage if she will work with the 
occupational therapist along this line. The two ther- 
apists, by working together on this problem, will 
find that work will progress much more rapidly in 
both departments. Froeschels suggests chewing ex- 
ercises be done in order to develop jaw coordina- 
tion’. A large piece of meat, bubble gum or marsh- 
mellows may be used for chewing practice. It is also 
advisable to pretend that something is being chewed. 
The older child will readily fall in with this game. 
If food is actually used, it is a good practice to have 
the child practice chewing at mid-morning and mid- 
afternoon lunch periods: rather than drill too ex- 
tensively on this at mealtime. 


Drills on voluntary movements of the jaw may be 
attempted next. If it is impossible for the patient to 
smoothly and rhythmically open and close his mouth, 
the therapist will do this for him by putting her 
hand on his jaw and slowly opening and closing his 
mouth. At times, the jaw will not open more than a 
slight amount. If this is the case, the therapist must 
not force the jaws open, but work within the limits 
present. Steadfast drill on this in a quiet atmosphere 
should bring ultimate results. When the jaw move- 
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ment is free and easy, the therapist should suggest 
that the patient help. When this is accomplished, the 
therapist should slowly stop the aid she is giving 
until the patient is performing the exercise by him- 
self. She may then give some opposition to the move- 
ment of the patient. A game on the following order 
might then be played: Pretend the tongue is a dog, 
and jaws and lips the doors to the dog-house. In- 
struct the child to open the doors, let the dog out, 
bring the dog in, close the doors. Every therapist will 
find it necessary to make up games of this sort if 
she is going to keep young children interested in 
routine exercises over a very long period of time. 

Sucking and swallowing are other eating skills 
which should be worked on by the speech therapist. 
Here again, it is wise to do the actual practice at 
periods between mealtime. Palmer gives fine sug- 
gestions for aiding the severely handicapped child 
in learning to suck and swallow“. A rubber tube 
is most advisable for early sucking practice and a 
sweet, colored fluid, such as orange pop, will provide 
more incentive for the child than water or milk. 

The lips also present many problems to the speech 
therapist. The lips may be rigid or flaccid and move- 
ments may be uncoordinated. Exercises for develop- 
ing lip musculature as suggested by the State Univer- 
sity of Iowa Speech Clinic are as follows: 

1. Protrude the lips in a puckered position. 

2. With the lips closed, say ah — 00 — ee — 00 — 
ah —oo—ee—oo, slowly and with vigorous 
lip action. 

3. Say wee-woo-wee-woo with exaggerated lip 
action. Girard™ suggests teaching the child 
to whistle to develop lip muscles. Other methods 
used are: blowing out a candle with the lips 
in a puckered position, having the child attempt 
to repeat ma-ma-ma, ba-ba-ba and others, the 
clinician pushing the child’s lips into certain 
positions and then having the child attempt to 
produce like positions himself, drill with a 
mirror having the child watch the clinician's 
lips and then attempt to get his in the same 
position. 

Coordination of the tongue is somewhat more 
difficult than that of the jaws or lips. Exercises used 
in developing tongue motility are described by 
Girard™. Mirror use is effective at times, but care 
must be taken that the child does not become self- 
conscious about the use of his tongue. The use of a 
sucker is effective, especially with young children. 
The sucker should be held in front of the child's 
mouth and the child encouraged to lick it. If the 
tongue is severely involved, it may be necessary to 
hold the sucker very close to the mouth at first. Later, 
it may be placed at the corners of the mouth, above 
the upper lip and below the lower lip for the develop- 
ment of coordinated tongue movements. 

A tongue depressor may be used in the same gen- 
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eral manner as the sucker. It may also be used to 
push the tongue into various positions although the 
clinician's finger, wrapped in a piece of gauze of 
rubber tipped, will bring better results. 

Games should be used frequently. One such game 
is the snake game. The child alternately puts his 
tongue in and out of his mouth in this game as he 
imitates a snake. A story is made up by the therapist 
about a snake who moved his tongue slowly when 
he was happy and rapidly when he was angry. The 
child is to act out the part of the snake in the days 
adventures. Such a story might be told in group 
therapy with other children making responses that 
they have worked on. The sounds of various animals, 
of trucks and trains might be brought into the story 
by the therapist with imagination. 

One of the best drills for the very young child who 
needs tongue exercises, is the placing of honey on 
his lips or peanut butter on the roof of his mouth 
and asking him to lick it off. It is wise to use as 
many games, such as these, as possible when working 
on strengthening musculature in children. 


How Do I Stimulate A Non-Speaking Child To Talk. 


Providing the non-speaking child wants to talk and 
is not aphasic, the procedure in developing speech 
in the cerebral palsied is similar to that used in cases 
of speech retardation and articulation defects. The 
exception to this is that the cerebral palsied child 
needs relaxation and muscle training exercises in 
addition to the other therapy employed. As consider- 
able space has previously been devoted to relaxation 
and muscle training, this section will deal with some 
of the techniques employed in teaching actual speech 
to the non-speaking child. 

The first step is to teach the child to babble. As 
babbling is the first vocalizing attempt of the normal 
child to talk, so should it be the first thing taught 
the child who does not speak. Our aim should be to 
follow the normal speech developmental pattern to 
the best of our ability. The non-handicapped child 
indulges in vocalized play before he begins to imi- 
tate. Consequently, first teach the child to make any - 
type of babbling noises and follow that step by stimu- 
lating him to imitate sounds he hears, ie. ma-ma-ma, 
ba-ba-ba. Next, use a few simple words over and over 
again in talking with the child. Read to him, look 
at pictures with him, do anything whereby you are 
able to bring to his attention the words you want 
him to say. Toy cars, dolls and other play equipment 
will stimulate children to make certain sounds. Capi- 
talize on the child’s natural responses. At the same 
time, begin to teach sounds to him in developmental 
order. As before stated, because of the child’s handi- 
cap, it is often necessary to skip some of the sounds 
and return to them later. Progress with the child. 
Undertake the study of those sounds which he is 
ready to make: It is usually advisable to study the 
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sounds first in the initial position, then in the medial 
and then in the final position. In doing this, use non- 
sense syllables unless the child prefers to use actual 
words. The stimulation given may be one or a com- 
bination of many techniques. It is best to find which 
method brings about the best results and follow that 
method in main with other methods being used as 
variations. Direct stimulation, mirror stimulation, 
motor-kinaesthetic approach are all techniques of rec- 
ognized value. 

As soon as the child is able to use single words, 
use poetry in which the therapist recites the entire 
poem excepting for the word which the child is able 
to say. Notebooks are also of value at this stage. Let 
the child pick one of several pictures, previously 
selected because of their word meaning, and paste 
the picture in his notebook. Whenever possible, it 
is helpful to teach the child over six to read at this 
time. Print the name of the word under the picture 
and help the child make up sentences using the word. 
Phonics can be utilized to a great degree by the 
speech therapist if she has had any reading back- 
ground. 

As the child’s vocabulary increases, teach him to 
combine words into simple, then complex, sentences. 
Poetry becomes very helpful at this point. As articu- 
latory problems arise, handle them in the same man- 
ner as they are handled with the child who is not 
cerebral palsied. The therapist should certainly be 
aware of hearing problems and aphasia and give the 
correct therapy as necessary. Carlson advises lip read- 
ing training for many cerebral palsied children, re- 
gardless of whether or not they are hard of hearing, 
contending that it makes them more alert to correct 
articulation and lip and tongue placement. 


Voice training should be given as necessary. Many 
of these children will have difficulties in phonation, 
resonation and rhythm. In such cases, relaxation fol- 
lowed by the special exercises for these defects will 
prove useful. 


The most important thing to remember in work- 
ing with these children is that the child must “want” 
to come to speech class and that he should receive 
enough satisfaction there in regard to his work that 
he is encouraged in his own progress. 


What To Do For The Older Cerebral Palsy Patient? 


The same plan of attack should be used with the 
older patient as is used with the child excepting that 
the material used should be at his mental and social 
level. It is certainly useless, for example, to attempt 
to teach an older patient tongue control by use of a 
sucker. The patient will feel that the therapist is 
making a baby out of him. In most cases of older 
patients, the patient will follow auditory or visual 
stimuli readily. He will attempt to follow directions 
without the necessity of employing games. He usually 
desires to speak and is willing to work directly at the 
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task at hand. 


The development of a good mental attitude is of 
most importance in working with the older patients. 
He should become speech-conscious instead of self- 
conscious. He should understand his condition, its 
cause and what he needs to do about it. One of the 
greatest difficulties he will experience is that under 
stress his speech will not be good. The answer to 
this problem is relaxation and understanding as to 
why he becomes more tense in certain situation. He 
needs to learn to understand himself and society. 


As far as articulatory problems are concerned, 
practice is again the answer. The spastic will respond 
favorably to long periods of drill and should practice 
until his learned speech patterns become habitual. 
Vocal lessons are often very beneficial to the older 
patients as it encourages correct breathing, relaxation, 
and good voice placement as well as precise articula- 
tion. 


How Can I Interest Others In Carrying Through The 
Speech Program? 


By displaying interest in and by cooperating with 
the others who are working with the patient, the 
speech therapist is able to learn a great deal. She is 
also able to impart to the others the necessity in 
carrying through the speech program in all depart- 
ments. If a child is to show progress in any of the 
therapies, the others working with the child must 
reinforce what the child learns in his therapy period. 
The speech therapist should take the time to explain 
to all those working with the child what her aims 
are and what the child is able to accomplish from a 
speech angle. The physical therapist is very often 
extremely willing and anxious to cooperate if she 
knows what the child is able to do. She may have the 
child sing rhymes with her, practice vocalization dur- 
ing relaxation period, or do lip and tongue exercises 
as he does his other drills. The occupational therapist 
is usually very eager to know how the child is coming 
along in sucking, swallowing, and chewing drills. She 
will continue her work along this line in feeding 
training. She also has an excellent opportunity to 
talk with the child as he works in the occupational 
therapy room and is often able to stimulate the child 
to talk in a more relaxed manner there, when his 
hands are busy, than he can in outside situations. 
The teacher is anxious to know what the child is able 
to do and certainly has many opportunities to help the 
child in his speech development while he is in school. 
The parents, or nurses if the child is in a hospital or 
dormitory school, can easily encourage speech de- 
velopments in their contacts with the child. 


In most cases, the speech therapist will find that 
if she takes the time to explain to others what they 
can do for the child they will be most willing to work 
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Occupational Therapy For The 
Cerebral Palsied Baby 


Elizabeth Grayson, O.T.R. 


Within the last few years cerebral palsied cases 
have been brought to doctors and to clinics for diag- 
nosis at a much younger age. Now it is possible to 
initiate treatment and to advise parents in home 
care before deformities have developed and incorrect 
patterns of motion have become established. The idea 
of waiting until the child is old enough to cooperate 
is gradually being dispelled. 

As in all fields of cerebral palsy treatment, occu- 
pational therapists are being called on more often to 
treat and to set up programs for the infant and young 
child. In a simple form occupational therapy can be 
successfully started as early as the baby can be placed 
in the sitting position, usually around six or seven 
months. The infant for the most part is on a home 
treatment program with occasional check ups at the 
clinic. The following suggestions for treatment can 
be carried out by the mothers if instructed in methods 
by the therapist. 

The child’s age, chronological, physical, and men- 
tal, must be taken into consideration as well as the 
handicap. The occupational therapist should be thor- 
oughly familiar with normal child development; the 
various phases of hand manipulation in play through 
which he passes, and the steps of mental growth. 

“The First Five Years of Life,” by Dr. Arnold 
Gessell and “Developmental Diagnosis,’ by Doctors 
Gessell and Armatruda, are invaluable to all therapists 
working with cerebral palsied children. Though a 
child cannot be expected to respond to activities above 
his developmental level, the common fault found 
especially among the parents is infantilization. Too 
often the child is lying down when he should be 
sitting in a chair, sitting when he should be in a 
standing table, on infant feeding schedules when he 
should be at least, on junior foods. It is an easy pit- 
fall into which many parents stumble. They are 
afraid to do anything that might harm the child or 
make him uncomfortable, and, thus, he remains a baby 
long past the infant period, and his entire develop- 
ment becomes retarded. The aim in all treatment 
should be to keep the child as closely as possible to 
his chronological age of development in his daily 
routine activities and interests. 

Reach and grasp is as fundamental a motion in the 
arms as reciprocation is in the legs. The basic pattern 
in some children may be undeveloped, but in many 
others the pattern is present, but the motion is blocked 
by spasticity or athetosis. Where this pattern is 
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disturbed or undeveloped, it should be trained as 
soon as treatment is initiated. The modality utilized 
is dependent on the diagnosis; in the athetoid—relax- 
ation and motion from the relaxed position; in the 
spastic — repetitive motion and conditioning; the 
ataxic—hand-to-eye coordination. 

In many cases the pattern cannot be developed as 
an entity, but first must be broken down into separate 
motions and later combined. Since the shoulder, el- 
bow, wrist and fingers are all involved in reach-and- 
grasp, few, except the mildly handicapped, could 
reach out and grasp in a single motion with any de- 
gree of success. The reaching and returning, involv- 
ing shoulder and elbow, can quite often be trained 
with one activity; grasping and releasing with 
another. 

One of the most common incorrect patterns of 
reach-and-grasp is best described as the “windmill 
motion.” In order to reach for an object, the arm is 
first taken out from the side of the body in shoulder 
abduction, is then swung around toward the object in 
a rotary motion from the shoulder with adduction 
and some flexion. The child may or may not attain 
his goal, but at best such a pattern can never lead to 
efficient arm use. This is just one example of numer- 
ous distorted patterns which may, in many instances, 
be eliminated before becoming too firmly established 
if treatment is started at an early age. 

For best resuits in arm treatment, exercise and 
usage should be closely associated in the mind of the 
child; therefore, physical therapists are encouraged to 
treat the arms with the child in a sitting position, 
after the preliminary exercise stage, so that the child 
learns the pattern and control of motion in the plane 
of most common usage. 

In occupational therapy, handedness is usually of 
first consideration, but under two and one-half years 
a choice of hands may be allowed and both arms 
trained. Handedness in the normal child begins to 
develop in the last half of the second year and often 
is somewhat later. The exceptions in treatment are 
the hemiplegias where only the normal arm is trained 
and exercised, or special cases under specific orders 
from the doctor. 

The chair used by the child during treatment and 
also the one in which he spends his sitting hours in 
the home are of prime importance. A tray or table 
of correct height (elbows, when flexed, resting easily 
on the surface) should be a part of every chair. 
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Toys should be on it at all times to encourage inde- 
pendent play and arm use. . 

In the case of the severely or moderately handi- 
capped child, the chair should be especially made to 
measurement with the seat of correct width and 
depth, foot rest and head rest of proper height, a 
sloping seat which maintains the hips at less than a 
right angle with the body which helps to eliminate 
extensor thrust in the hips. A wide binder fastened 
around the“body through slits in the back of the 
chair will support the trunk and hold the hips in 
proper position. A canvas or padded head rest is 
usually more desirable than a hard surface. Rubber 
free-wheeling casters facilitate moving the chair from 
room to room. If made on runners and set higher, 
it will not tip over and will be more convenient for 
the mother. Each chair must fit the needs of the 
individual child, and adjustments and additions 
should be made accordingly. 

In the case of the mildly handicapped child, the 
ordinary high chair can often be used satisfactorily 
with a few adjustments. The ‘Baby Tenda’’ Company 
is also putting out a chair for the cerebral palsied 
child, made to measurement (no extra charge) which 
works out very well if the child is not severely handi- 
capped. 

The material used for treatment by the occupational 
therapist, as well as for independent play, should be 
chosen according to the developmental age of the 
child, as well as in view of the handicap present. 

Where grasp and release are disturbed, an object 
within the size of grasp should be utilized. A larger 
object affords little practice in finger flexion and ex- 
tension, and objects that are too small may be put 
into the eyes, ears, and mouth. Sharp objects or 
sticks on toys are not advisable from a safety stand- 
point. 

A box of bright colored objects, such as small 
cubes, large wooden beads, odd pieces of educational 


toys, small cars, and animals, will hold the attention - 


of a cerebral palsied baby for an amazing period of 
time and will give plenty of practice in grasp and 
release. Even the severely handicapped baby will not 
become frustrated and give up, but will sooner or 
later get something in this hand or will enjoy push- 
ing the objects about the table. Stuffed toys with long, 
thin legs, necks, and ears, give the baby something 
that he can grasp. 

Toys that jingle or jump, suspended at eye level, 
give an incentive for good head position as well as 
the reaching motion. A balloon is a useful incen- 
tive for reaching. Educational toys present a large 
variety of possibilities for reaching and for grasping. 

The tearing up of paper seems to have little or 
nothing to offer, either physically or mentaliy; how- 
ever, in some cases a ball of bright colored cellophane 
is motivating; it moves easily, it crackles, and is 
easy to grasp. Judge the baby, there is nothing to be 
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gained if he eats it or tears it in small bits and tosses 
it on the floor. 

It is well to break the habit at an early stage of 
tossing toys on the floor. This usually stems from one 
of two sources: an attention bid, which should be 
ignored, or enjoyment of the noise made when the 
object hits the floor. The child can be taught that 
the same, or better, sound effect can be obtained by 
dropping the object into a tin pan or cup which can 
be fastened to the table top. If necessary, toys, at- 
tached by string or narrow elastic, can be attached to 
the tray or table rim. 


Self feeding practice should be started as close to 
the normal age as the handicap will permit. In the 
severely handicapped child there may have to be a 
number of steps leading up to a spoon and food. In 
the milder cases it is advisable to start with foods 
which can be held in the hand, such as toast, cookies, 
slices of apple. It should be borne in mind that the 
normal baby switches back and forth from one hand 
to another while eating; therefore, allow the child a 
choice of hands and then assist as necessary. 

Built-up handles and various shaped spoons are 
valuable with the more severely handicapped, but in 
the mild cases it has proven advisable to keep the 
spoon as closely to the standard implement as pos- 
sible. Either the regular baby spoon or a small bowled 
spoon, with the handle bent slightly back, will prove 
satisfactory. It often works out better in the pre- 
liminary stages, to hold the spoon in the baby’s hand 
and guide him through the motion, giving less and 
less assistance, than to turn him completely loose with 
the spoon and give directions. This is especially true 
when the mother is working with the baby at home. 
Self-feeding practice is not advised at a family meal, 
since such times should be a pleasant gathering time 
for the family, not a training period. 

Motivation is an extremely important factor in the 
improvement of the arms since the more the arms 
are used, the greater the facility acquired. Everything 
should be considered to make arm use as desirable 
and as simple as possible. It is an easy step for the 
child with handicapped arms to slip into the role of 
a spectator in life, being perfectly satisfied to sit, to 
be waited on, and to be entertained. Thus, all de- 
velopment — mental and physical — is retarded. 


The occupational therapist has a splendid oppor- 
tunity when initiating treatment with the child in 
this early period to establish correct patterns of motion 
and the habit of arm use in play. 


& 


It is highly recommended that all therapists wishing 
to acquire additional medical information relative 
to Cerebral Palsy should procure the Cerebral Palsy 
Issue of the magazine. The Nervous Child, Vol. 8, 
‘No. 2, 1949. Child Care Publications, 30 West - 


58th Street, New York, N.Y. Price: $2.00. 
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Achievement Recording For The 
Cerebral Palsied 


Dorothy M. Livingston, O.T.R. 


Cerebral Palsy Department 
Erie County Crippled Children’s Society, Inc., Erie, Pa. 


Keeping records is one task which all occupational 
therapists have in common. When working with one 
specific type of patient special record forms must be 
devised to tell clearly the progress story of the pa- 
tients. Usually the person most interested in actual 
progress is the patient himself, and if he is putting, 
forth effort he likes to see evidence of advancement 
recorded in a way that is quickly understood. Graphs 
and achievement charts, as well as verbal explana- 
tions, can be a means of motivation toward better 
concentration and more conscientious effort. 

Working out an achievement record for any group 
of cerebral palsy patients always presents a number 
of obvious problems. The method of grading on such 
a chart is perhaps the greatest problem and therefore 
the one which must be solved first. In order for the 
grading to be just and fair for the individual, no 
matter whether he is a spastic, athetoid, ataxia or 
any of the other many types and mixtures of cerebral 
palsy, and at the same time allow for the degree of 
disability, it would seem wise to judge performance 
and proficiency of the individual without comparison 
with other cerebral palsied persons or any normal 
person. 

To select the items for the achievement record is 
comparatively easy since they would be chosen from 
the goals already set for the majority of a group ac- 
cording to their abilities and disabililties, average 
age, and individaul needs. It is also obvious that 
such a record could not be made to cover a program 
for 114 year olds through 15 to 18 year olds. A 
limited, separate chart could be worked out for the 
very young, or for the extremely severely handi- 
capped. 

Since the occupational therapist plans a treatment 
program to meet the needs of each individual pa- 
tient, keeping in mind the ultimate and immediate 
aims for that individual, it is assumed that the daily 
schedule of specific activities centers mainly on self- 
help and self-care. The many things that everyone 
does in school or out of school, often many times a 
day without giving a thought as to the way in which 
the act is accomplished, are things which the cerebral 
palsied child must be shown and trained to do. These 
then, would be the types of activities selected for 
items on an achievement record from the patients’ 
treatment program. 


Printed with this article is a copy of an achieve- 
ment record which has been devised and used suc- 
cessfully with school age children ranging from 15 
to 17 years of age with all types and degrees of se- 
verity of cerebral palsy. The chart is so arranged that 
the “test” or recording can be repeated three times in 
order to show progress. The interval of time between 
tests and the length of time for one complete record- 
ing covering all charted items is, of course, at the 
discretion of the occupational therapist. However, 
patients anxious to do as well as possible like to 


practice before being graded on their proficiency. - 


Three weeks to one month to complete the record 
would seem reasonable, and the repetition of the test 
in six months to one year would depend upon such 
factors as number of treatments per week, regularity 
of attendance, and severity of handicap. Patients can 
be of help at home during the testing periods by not 
assisting the patient any more than is absolutely 


necessary, thus allowing the child to achieve and be-. 


come proficient in normal activities within his abili- 
ties. 

Training may have to begin with the use of graded 
self-help boards and the processes learned transfer- 
red to usual every day objects. It is always best to 
use normal facilities in a treatment program; how- 
ever, if special equipment is necessary it should be 
kept to a minimum. Frequently some small adjust- 
ments or aids will permit the individual to perform, 
whereas without them a task would be impossible. 
For example: buttons sewed securely but not too 
close to the material, hooks and eyes in the front of 
a brassiere instead of the back, extra long shoe laces 
to facilitate tying a bow, larger button holes, non-skid 
rubber mats under dishes, zippers wherever possible 
to assist in dressing. 

Tasks which are completed within a reasonable 
time and without appearing too awkward (for any 
cerebral palsied person and for the one being tested 
in particular) are graded EXCELLENT and would 
therefore indicate sufficient proficiency to need no 
further practice. AVERAGE would be the grade if 
the item were accomplished clumsily and over too 
long a time. DIFFICULT would be the logical rat- 
ing given for a task which the patient himself con- 
sidered difficult, and which required great and ob- 
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PROFICIENCY RATING 


Achievement Record 


PROFICIENCY RATING 


1. Underwear 
2. T-shirt or slip 
3. Socks 
4. Shoes 
5. Lace shoes 
6. Tie bow on shoes 
7. Trousers 
8. Shirt 

9. Sweater 

10. Button buttons in iront 
11. Put on belt 

12. Buckle own belt 

13. Tie-a-tie (or bow on dress) 
14. Put on gloves 

15. Put braces-on-off 
SELF CARE 

1. Comb hair 

2. Brush hair 

3. Arrange hair 

4. Put in barett/comb 

5. Clean finger nails 

6. Brush teeth 

7. Wash hands 

8. Dry hands 

9. Blow nose—kleenex 
10. Blow nose—handker. 
11. In & out of tub 

12. Take own bath 

13. Clean eye glasses 
TOILET PROCEDURES 
. Independent 
. Needs help 
. Dependent 

4. Infeasible 
POISE 

1. Shake hands 

2. Walk—arms at sides 
3. Walk—arms swinging 
4. Position of head 
WRITING 

1. Handle pencil 

2. Handle crayon/chalk 

on reverse side 


3. See sample writing 


1. Can feed self —spoon 
2. Can feed self—fork 
3. Drink—glass 1/2 full 
4. Drink—glass full 
5. Drink—use cup 
6. Feed self—soup 
7. Can use paper straw 
8. Can cut meat 
9. Can butter bread 
10. Appearance—eating 
MISCELLANEOUS 
1. Turn on faucet 
2. Sharpen pencil 
3. Take book from shelf 
4. Turn pages in book 
5. Use paper clip 
6. Use thumb tack 
. Unscrew jar top 
8. Screw jar top 
9. Use light switch 
10. Turn door knob 
11. Open door & leave 
12. Use key in lock 
13. Open & close window 
14. Open & close drawer 
15. Pick up change 
16. Select Change 
17. Take money from purse 
18. Fold letter, seal in envelope 
19. Safety pin—open, close, use 
20. Straight pin—same 
21. Carry tray with food 
22. Use scissors 
23. Use phone 
24. Draw line—ruler 
GAMES 
1. Ring toss 
. Throw ball 
. Catch ball 
. Checkers 
. Cards 


Ww hw N 


Excellent Ex. | With help Ch. | Brown 
Difficult |Di | Red Unable at present |No | Green 
Infeasible Black 
Note 
Date | Date | Date { Date | Date | Date | 
DRESSING SELF te FEEDING | 


OTR 
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| | | | | 
| } 
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Toys Adapted to Cerebral Palsy Children 
Milwaukee Curative Workshop 


Simple piling and peg activity are combined in 
this candle toy which can be used for children 
needing better shoulder flexion. The size of the 
parts vary to develop manipulation ability as well 
aS «visual discrimination of size. 


A toy to develop number concept in the pre-school child while training for coordination. Pegs are de- 
signed within size of grasp with heads raised from the surface of the board to facilitate handling. 
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Toy designed from a sewing card but made of 
wood with a solid base and large lacing tips. Used wen 2 
as a pre-training skill for shoe lacing. Meri 


A peg toy for the child who is difficult to motivate. Pieces are grasp size and pegs fit loosely but deep 
enough to prevent being knocked out accidently. 
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NATIONALLY SPEAKING 


From the President 


You will remember the ambitious plans of the 
Committee on Recruitment which were presented to 
you by the Chairman, Susan Colston Wilson, at the 
Annual Meeting in Detroit last summer 


Miss Wilson's first report is very comprehensive, 
showing the remarkable progress that has been made 
and the extensive programs that have been set in 
motion. 

The occupational therapy schools indicate that 
there is a wider interest being shown in all areas. 


There are active recruitment organizations in forty- 
four states, The District of Columbia, Alaska and 
Hawaii. The individual occupational therapists have 
been devoting many hours to interviews and coun- 
seling. Vocational guidance personnel responded 
with keen interest in the publicity material. 

Some of recruitment aids recommeded by the com- 
mittee are: 


Model talks on occupational therapy for members 

of the Speakers Bureau. 

Occupational brief no. 62, Occupational Therapists, 

which may be obtained from Science and Research 

Associates, 228 South Wabash Ave., Chicago 4, 

Illinois. 

Radio and television scripts. 

The Occupational Outlook Handbook Bulletin 940. 

U.S. Department of Labor Statistics in cooperation 

with Veteran’s Administration. Ref. Occupational 

Therapists 5, D.O.T. 0O—32.04. 

Occupational Therapists Bulletin 203 No. 2—15 

pp Price 10c—U.S. Department of Labor—Wo- 

men’s Bureau. 

Two films recently released by the Army PMF 5116 
A 16MM Sound Time Out. Shows occupational 
therapy with tuberculosis patients—28 minutes. 
PMF 5116B 16MM Sound Problems in Motion. 
Shows occupational therapy with physical dis- 
abilities. 

For rental or purchase apply to Army Area Com- 
mand nearest to you. These quarters are located in 
New York, Baltimore, Atlanta, San Antonio, Chicago 
and San Francisco. 


Condition Improved is a Canadian film showing 
occupational therapy in rehabilitation, sound, 45 
minutes. Write National Film Board of Canada, Tor- 
onto, Ontario. 

It has been suggested that we make sure the “up 
to date” literature be made available to your State 
Department of Education, vocational guidance teach- 
ers, special education officers and counselors. In short, 
anywhere that vocational guidance information may 
be dispensed. It’s appalling to discover the lack of 
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information on occupational therapy available in our 
public libraries. 

A brochure A.N.A. Public Relations Workshop: 
A manual of Practical Public Relations prepared for 
the membership of the American Nurses’ Associa- 
tion, is highly recommended as a guide in your ap- 
proach to newspaper publicity. Your local and home- 
town papers are always interested in all kinds of 
health activities. 

Miss Wilson suggests that each Recruitment Chair- 
man try to set up a publicity writing project in 
charge of a sub-chairman. That seems a wonderful 
idea to carry over beyond recruitment in our state 
chapters. More and better articles are needed for 
our Journal. Besides recruiting we might well be 
developing hidden talents in writing. 

Perhaps the most unique suggestion for publicizing 
vocational information came from a nurse with ex- 
perience in recruitment. She said country post offices 
are especially good places to post the literature. The 
youth of these communities gather at the 3rd and 
4th class post offices near summer camps and in 
villages near resorts where the summer visitors trade. 
A suitable one page model notice for such purposes 
is now being prepared and may be obtained from 
the A.O.T.A. Office after May 15th. 

It is readily seen the tremendous number of hours 
required in contacting and interviewing which has 
gone into the recruitment effort. It is evident to 
many of us that the interest in occupational therapy 
among vocational guidance personnel has been greatly 
stimulated. It is inspiring too, to participate in this 
recruitment program. 

Recently I was invited to talk at the University 
of Illinois Career Day and was impressed with the 
interest and attentiveness of the students who chose 
to attend the occupational therapy session. There 
were more than 100 students, nearly half of them 
men. 


Next month I am to talk at the Career Conference 
at the University of Oklahoma, and in May at the 
Conference of the Upper Midwest Hospital Associa- 
tion, at Minneapolis, Minnesota. 

This is a condensed account of the extensive pro- 
gram of Recruitment and you will agree, I am sure, 
that Miss Wilson is doing a remarkably fine job in 
organizing and directing the Committee. She de- 
serves our sincere thanks, and congratulations. Let us 
all help in every way possible. There is an opportun- 
ity for each one of our members to do so every day 
if we keep the need for more occupational therapists 
constantly in mind. 


Winifred C. Kahmann, O.T.R. 
President 
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From the Executive Director 


The currently acute need for occupational thera- 
pists and the urgency with which it is periodically 
brought to our attention makes us scarcely able to 
remember the days when there wasn’t an overwhelm- 
ing demand for occupational therapists. It is in fact 
a question whether there have ever been enough oc- 
cupational therapists to fill the available jobs, but 
the problem has admittedly become very much great- 
er in the past decade. Today, it constitutes a major 
challenge to our present complacency and, as many 
feel, a threat to our future position. 


In one field at least—Neuropsychiatry—there have 
been recent attempts to meet this need. Having 
recognized the serious problem of securing qualified 
occupational therapy personnel to fill the positions in 
psychiatric institutions, an in-service training pro- 
gram for psychiatric assistants in occupational thera- 
py was outlined and submitted to the Board of Man- 
agement last year. The Board made the following 
recommendations regarding the need and the pro- 
gram proposed to help meet it: 


(1) That additional effort be made to recruit stu- 
dents for occupational therapy, especially for work 
in psychiatric hospitals. 

(2) That the American Psychiatric Association, 
the Mental Hygiene Association, Foundations and 
the government agencies be approached regarding 
scholarship assistance for students who will agree 
to serve in the psychiatric field. 

(3) That the A.O.T.A. make consultation service 
available to State Departments of Welfare, Mental 
Hygiene Associations, and individual hospitals 
wishing to set up or revise training courses for 
attendants or aides to serve in occupational thera- 
py departments. 

(4) That State and Regional O.T. Associations 
should, in cooperation with their state Psychiatric 
Associations or Mental Hygiene Associations, work 
to clarify the status of sub-professional personnel 
(attendants assigned to OT) and to effect a ruling 
that they be employed only under Registered Oc- 
cupational Therapists. 

(5) That the A.O.T.A. does not approve any 
course of training nor can it give professional 
recognition to any individual taking such a course 
because of the varied requirements throughout the 
states and territories; but that such employees are 
welcomed as associate subscriber members of the 
A.O.T.A. 

(6) That those with the required educational 
qualifications, where feasible, be encouraged to be- 
come trained occupational therapists. 

(7) That the National Office, the Association’s 
Legislative and Civil Service Committee and Sub- 
Committee on Psychiatry stand ready to assist in 
carrying out these plans. 


ATOT IV, 2, 1950 


The original in-service training program for aux- 
iliary personnel in the psychiatric field was outlined 
by the occupational therapy staff of the Cleveland 
State Hospital. On review and further consideration 
by the Association's Sub-Committee on Psychiatry, 
the program was cut from twelve to three months. 
This change was made with the hope of offering a 
program which would be feasible for a larger number 
of hospitals. The present length is started as a mini- 
mum of three months and can of course be increased 
if deemed advisable. Much of the earlier content has 
been included in the present form and considerable 
credit is due both the original authors and the com- 
mittees which have worked on the revision. 


Appreciation is also extended to the Medical Re- 
habilitation Committee of the American Psychiatric 
Association for its review and comment on this pro- 
posed program. They have stated: “The Committee 
felt that it was a step in the right direction since, at 
the present time, it would seem that there is little 
likelihood of obtaining enough trained or registered 
occupational therapists . . .” They have also suggested 
that the requirements in ward attendant experience 
be increased and made a prerequisite rather than a 
part of this in-service training program. This would, 
in effect, mean that the candidate for such training 
would be selected from the attendant group with a 
certain number of months of ward experience, who 
had demonstrated qualities of the type sought for 
service in occupational therapy. 


A copy of the program is printed here and sep- 
arate copies are available on request from the Na- 
tional Office. The American Occupational Therapy 
Association hopes that this proposed program will be 
of help to psychiatric hospitals interested in attend- 
ant training to supplement occupational therapy serv- 
ice. Further comment and inquiry will be welcomed. 


A Proposed In-Service Training Program For Auxiliary 
Personnel in the Psychiatric Field 


I. PURPOSE 


To extend the service of occupational therapy in psy- 
chiatry institutions by providing training courses for 
auxiliary personnel to function under the super- 
vision of registered occupational therapists. 


Il. CONDITIONS OF TRAINING 
To be given in psychiatric institutions. 
To be supervised by a registered occupational thera- 
pist. 
lil. LENGTH OF COURSE 
Minimum of twelve weeks. 


VI. REQUIREMENTS 
Senior high school graduate; male or female. 
Minimum age—18. 
Certificate of good health signed by physician. 
Personal interview. 
References from former employer and/or school 
principal. 
Probationary period during training to be established 
by the training center. 


V. AREAS OF TRAINING & EXPERIENCE—12 wks. 
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A. Orientation in occupational therapy—minimum of 
twelve hours. 


1. O.T. theory—its place in the institution. 
a. Aim, purpose and requirements of the course. 


b. O.T. as part of the hospital, including ethics 
and etiquette. 


c. Brief history and scope of occupational ther- 


. apy, and relationships with allied profes- 


sional organizations. 


d. Philosophy of occupational therapy. 
1) General 
2) Specific for psychiatric patients 
e. Application of occupational therapy. 
1) Referrals 
: 2) Approach to various diagnostic groups 
with special reference to reaction types. 
3) Selection of media (activity analysis) 
4) Precautions 


B. Activities 


1. A reasonable proficiency in a minimum of four 
skills of major importance in training center 
where course is conducted. 


2. Experience in other activities, e.g., dramatic arts. 
hospital newspaper, discussion groups, scout- 
ing, recreation, etc. 

C. Medical lectures—minimum of 10 hours 

1. Mental hygiene 


2. History of psychiatry and classification of men- 
tal illness 


3. Mental mechanisms 

4. Organic psychoses 

5. Functional psychoses 

6. Psychoneuroses 

7. Mental defectives and convulsive disorders 
8. Alcoholism and drug. addiction 

9, Special Therapies: shock, fever, surgical 
0. Summary and review of medical lectures 


D. Ward attendant experience—minimum of 2 weeks 


E. Practice—minimum of 6 weeks 
Rotating affiliations on occupational therapy 
services. 
Acute (reception) U one male ‘and 
Chronic (continued treatment) { one female 
Special therapies: e.g., surgery, shock, industry 
Allied services: e.g., library, recreation, music 


VI. OTHER REQUIREMENTS 
Notebooks on crafts—to be graded 
Tests on OT lectures, medical lectures and practical 
work—passing grades required 
Field trips, clinics, and staff meetings are desirable 
for curriculum enrichment 


VII. CLASSIFICATION OF PERSONNEL 
Auxiliary personnel will be classified according to 
state employment regulations 
Reference to “occupational therapy” as part of the 
title granted this personnel should be avoided 
wherever it is controllable in the hospital service. 


Wilma L. West, O.T.R. 
Executive Director 


From the Educational 
Field Secretary 


The American Occupational Therapy Association 
was recently invited to participate in an Institute 
on Rehabilitation Problems held at the School of 
Tropical Medicine in San Juan, Puerto Rico, from 
February 1 to 4, 1950. Your Educational Field Sec- 
retary was selected to represent the national organiza- 
tion on this occasion and to speak on the education 
of occupational therapists. She was asked also to dis- 
cuss with the Puerto Rican occupational therapists 
the organization of a local association in affiliation 
with the national association. Various organizations 
from the U.S. were represented at the Institute, 
such as the American Physical Therapy Association 
by Miss Mildred Elson, The National Tuberculosis 
Association by Mr. Holland Hudson, The Office of 
Vocational Rehabilitation, Federal Security Agency 
by Mr. Michael Shortley, and others. 

The Institute was sponsored by The Department 
of Physical Medicine and Rehabilitation of the State 
Insurance Fund of Puerto Rico in cooperation with 
the Crippled Children’s Bureau of the Department 
of Health, the Vocational Rehabilitation Office of 
the Department of Education and the International 
Society for the welfare of Cripples. The purposes 
of the Institute were: 

1. To interest the public of Puerto Rico in physi- 

cal medicine and rehabilitation 

2. To show the public and the professions con- 

cerned what Puerto Rico has accomplished in 

this field 
. To study the rehabilitation problems in the 

Island and point out ways of approaching same, 

and 

4. To determine the means of establishing the 
closest cooperation between public and private 
agencies, with a view toward encouraging the 
establishment of adequate rehabilitation services 
in Puerto Rico. 

The program of the Institute was planned to in- 
clude four different approaches to the achievement 
of these purposes. 

1. On the first day, Puerto Rican authorities dis- 
cussed what was being accomplished in rehab- 
ilitation on the Island at the present time. This 
included talks on the rehabilitation of crippled 
children, tuberculosis and psychiatric patients, 
veterans and injured workmen; it also covered 
the preparation of personnel for the job of re- 
habilitation and the work of the Puerto Rico 
Office of Rehabilitation. 

2. An over-all view of rehabilitation on the main- 
land was presented on the second day of the 
program. Miss Bell Greve, Executive Director 
of the Cleveland Rehabilitation Center and Sec- 
retary General of the International Society for 
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the Welfare of Cripples, presided and the Amer- 
ican guests discussed subjects such as the rehab- 
ilitation of the severely disabled (primarily the 
amputee) and others; employment and educa- 
tion of the physically handicapped; and the 
education of physical therapists and occupation- © 
al therapists. 


3. The third day was devoted to the presentation 
of rehabilitation cases, including reports of their 
medical, vocational and rehabilitation histories. 

4. Finally, on the last day, the place of volunteers 
in a rehabilitation program, and the integration 
of public and voluntary programs for the handi- 
capped were discussed. At the conclusion of the 
Institute, resolutions for the improvement of 
the rehabilitation program in Puerto Rico were 
formed and presented by the groups partici- 
pating in the rehabilitation program of the 
Island. These were the physicians, physical and 
occupational therapists, nurses, medical social 
workers, minor surgeons, civic groups and 
teachers. Each resolution was discussed and 
voted upon by the assembly. The formation of 
a permanent committee to act on the approved 
resolutions is a plan for the future. 

The really excellent speeches, the interesting 
movies, the afternoon trips to the hospitals and in- 
stitutions whose programs were related to the con- 
tent of the Institute, the interest of the never-tiring, 
enthusiastic, large audience (and last but not least, 
the view from the lecture hall over the changing 
deep blues and greens of the ocean together with the 
balmy breezes of this country) made the Institute a 
truly rich experience. Many thanks are due the people 
of Puerto Rico, especially those persons responsible 
for the success of the Institute, for their cordial 
hospitality. This includes the occupational therapists 
of the Island who did everything possible to make 
the visit in Puerto Rico a most enjoyable one. In this, 
they succeeded to the highest degree! 


There are at present 11 registered occupational 
therapists in Puerto Rico and 4 occupational thera- 
pists who are scheduled to take the national registra- 
tion examination on February 24, 1950. The work 
of these therapists is distributed over five different 
institutions on the Island, the greatest number being 
employed by the State Insurance Fund. The others 
are with the Crippled Children’s Bureau of the De- 
partment of Health, which includes a District Hos- 
pital and the Children’s Convalescent Home, the 
Veterans Administration General Hospital, the In- 
dustrial Workshop for the Blind and the State In- 
surance Fund Dispensary. 

The State Insurance Fund of Puerto Rico, which 
provides accident insurance on a compulsory basis to 
employers, maintains a hospital and a physical med- 
icine department for its cases. These facilities are 
housed under one roof in the Professional Building, 


AJOT IV, 2, 1950 


Santurce, Puerto Rico. The physical medicine de- 
partment receives its patients from the hospital. In 
addition, its case load includes those workmen whose 
treatment does not require hospitalization and who 
either commute or live in the nearby dormitory of 
the hospital. 

Since the production of sugar cane is the pre- 
dominant agricultural activity in Puerto Rico, a great 
number of the patients taken care of by the State 
Insurance Fund are those who incurred accidents 
while cutting sugar cane. Patients are classified and 
treated according to their disabilities. Thus, one 
occupational therapist treats all leg injuries, another 
takes care of all hand injuries, and one is in charge 
of the work testing program. 

Besides promoting the best possible physical re- 
habilitation of the patient, the State Insurance Fund 
provides a program of vocational rehabilitation for 
those workers who are unable to return to their 
former jobs. For this purpose, its social service de- 
partment and other members of its staff work in 
close cooperation with the Office of Vocational Re- 
habilitation of the Federal Security Agency. The 
State Insurance Fund’s plans for the future include 
sponsoring the construction of a new industrial hos- 
pital of approximately 400 beds. This is to be erected 
on the grounds immediately adjoining the University 
of Puerto Rico and will incorporate a rehabilitation 
center. 


Occupational therapy on the Island had seen its 
greatest development during the last 6 years. Until 
1944, there was only one registered occupational ther- 
apist, while today there are 11. Since the total es- 
timated Island population of the year 1949 was 
about 2,150,000, it is obvious that at present only a 
fraction of the need for occupational therapy can be 
provided by this small group. 

The desirability of extending occupational therapy 
to other hospitals and institutions in Puerto Rico is 
well recognized by the occupational therapists and 
by those engaged in rehabilitation. Tuberculosis is 
one of the chief disabling diseases in Puerto Rico and 
there is a large number of such patients who would 
benefit by an occupational therapy program. Similarly, 
there are many crippled children who are hospitalized 
and who would profit by occupational therapy. None 
of the registered therapists in Puerto Rico are em- 
ployed in work with psychiatric patients. 

The resolutions presented by the occupational 
therapists at the close of the Institute included the 
recommendation that occupational therapy be intro- 
duced with these types of patients. They also em- 
phasized the need for interpreting to doctors and 
the public the advantages of occupational therapy in 
order to increase understanding of the possibilities 
and range of its use and to interest young people in 
it as a Career. 


The Puerto Rican occupational therapists are ready 
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and anxious to affiliate with the A.O.T.A. At present, 
they are drawing up a constitution and hope to have 
their program sufficiently developed by the time of 
our next annual convention, to be able to send a 
representative to the meeting of the House of Dele- 
gates. The A.O.T.A. will welcome this affiliated 
group and in the meantime will make every effort 
to provide guidance and help as needed. 

It is felt that two major accomplishments have 
been achieved through this recent visit to Puerto 
Rico. The National Office has gained a broader con- 
cept of the situation of the therapist there and it 
is believed that they in turn have a better under- 
standing of the organization and functions of the 
National Association. This should result in mutual 
benefit and in our being able to be of assistance to 
them in meeting the challenge of their country’s re- 
habilitation program. A great many developmental 
processes will no doubt take place along these lines 
within the next few years. There are plans for a new 
medical school, which may include the establishment 
of an occupational therapy course. The anticipated 
development of the State Insurance Fund program 
and the recognized need for the provision of occu- 
pational therapy with other types of patients, have 
already been mentioned. All require the participation 
and cooperation of occupational therapists. We are 
confident that their spirit and enthusiasm will en- 
able them to push forward to the many goals they 
have set for themselves. 


Educational Field Secretary 
Eva Otto, O.T.R. 


Achievement Recording 
(Continued from page 66) 


vious effort. Further training would be essential. 
INFEASIBLE is perhaps the most difficult judgment 
to make and would be given only in those cases 
where the therapist has observed the attempts of her 
patient and after consideration assumes that the in- 
dividual will never be able to perform the task. 
WITH-HELP is an obvious rating as is TOO- 
YOUNG. NO or UNABLE-AT-PRESENT would 
mean that the child has not as yet performed the item 
and will if possible be trained to do so in the course 
of treatment. Colors superimposed on the key ratings 
give a quick picture reading of the chart. 

A test given and recorded when a patient is new 
gives a picture of his abilities at the time of his entry 
into occupational therapy, and a long range program 
can then more easily be worked out for the indi- 
vidual. 

The use of the achievement chart simplifies to 
some extent record keeping for the occupational ther- 
apist and if used intelligently presents a graphic sum- 
mary of a patient's progress. 
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Speech for the Cerebral Palsy Patient 
(Continued from page 63) 


in cooperation with her, for those who work with the 
cerebral palsied are bound together in a common 
cause and by the common desire of helping the handi- 
capped lead as normal a life as is possible. 

It is hoped that the above discussions may give 
some help and encouragement to those working with 
the cerebral palsied. The best general advice that can 
be given is to be patient, understanding, flexible, 
imaginative, willing to try anything, and above all, 
to be hard workers. The problem is a severe one but 
with constant, cooperative effort, satisfying results 
will be seen. 
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The eastern sectional meeting of the American 
Congress of Physical Medicine will be held in Wash- 
ington, D.C., Saturday, April 29, 1950. For detailed 
information write to Herman L. Rudolph, M.D., Sec- 
tion Secretary, 400 N. 5th St., Reading, Pa. 
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PEOPLE YOU SHOULD KNOW 


HYMAN BRANDT, BS., M.A., PH.D. 


A Biographical Sketch 
by 
WILMA L. WEST, EXECUTIVE DIRECTOR, A.O.T.A. 


He had his Ph. D. at the age of 24; he uses fifty- 
cent words with forty-nine cent explanations; he 
works for the Army during the week and for the 
A.O.T.A. nites and weekends; he’s not an O.T.R. but 
he knows a lot about O.T. Who is he? He’s Hyman 
Brandt, educational research consultant to the Ameri- 
can Occupational Therapy Association. 


Dr. Brandt is well-known to relatively few occu- 
pational therapists— namely, the Officers, Board of 
Management, and Education Committees. We'd like 
to have more of you meet him— at least in this 
column —and become familiar with the work he 
has been doing for the Association since 1946. 


Our first contact with Dr. Brandt came immediately 
following the War when plans for integrating occu- 
pational therapy personnel into the Regular Army 
were still in formative stages. At that time, the 
Adjutant General's Office was in the process of de- 
veloping achievement tests for many different types 
of personnel in Army service. Under the direction of 
psychologists qualified in the tests and measurements 
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field, of whom Dr. Brandt was one, exams were con- 
structed for Army personnel ranging from cooks and 
bakers through band leaders and warrant officers 
to nurses and physical therapists. When occupational 
therapists were included as one of the four groups 
comprising the Women’s Medical Specialist Corps, 
achievement tests for occupational therapists became 
another milestone in the annals of the Adjutant Gen- 
eral’s Office and in the experience of Dr. Brandt. 
During a six-week period of developing outlines to 
cover the field and writing items to test knowledge 
and application, Dr. Brandt received a basic orienta- 
tion to occupational therapy. Interested in both the 
field and its problems, he subsequently accepted an 
appointment as consultant for the Association's ed- 
ucational research program financed to date by spe- 
cial grants from the Kellogg Foundation. 

The first project of the research program was the 
development of a new type of national examination 
to be used as the basis for registration with the Amer- 
ican Occupational Therapy Association. In earlier 
years, such registration had been granted for satis- 
factory experience record and supervisor's recom- 
mendations. In 1939 and in 1945-46, a national reg- 
istration examination was required of new applicants 
to the Registry. It was under Dr. Brandt's direction 
that this registration procedure was revised and the 
examination content completely replaced. 


At least twenty-two occupational therapists from 
many sections of the country and all fields of service 
remember this first project. It was then a new ex- 
perience for O.T.’s, to apply the techniques of psy- 
chological testing to the construction of a scientifically 
objective examination for occupational therapists. 
These twenty-two O.T.’s, variously called “partici- 
pants”, “experts”, “consultants”, and other names, in 
their two-week Christmas vacation of December 
1946, produced a completely new registration ex- 
amination which was given the following month to 
over two hundred graduates. Great credit is due these 
original authors and Mrs. Sue Hurt Gibbs, at that 
time Educational Field Secretary, who was responsible 
for the educational research and testing program. 


It is also due this person “you should know” — 
Dr. Brandt — for it was largely his unusual ability 
and application that made possible this major ac- 
complishment in so short a time. An aptitude for 
teaching and a diverse background of related ex- 
perience made Dr. Brandt an ideal leader in this 
undertaking. Those who have worked closely with 
him will testify to his remarkably efficient mental 
“filing” system which enables him to grasp, retain 
and use all kinds of applicable knowledge and ex- 
perience. Not merely a person who is qualified in 
his own field, Dr. Brandt has, for much of his pro- 
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fessional career, had to learn a lot about other fields 
in the course of his work with many different profes- 
sional groups. 


An excerpt from his “201 file” (Army terminology 
for all the little-known facts about you) might 
thumb-nail sketch his experience as follows: “ 
Acted in the capacity of supervisor and consultant for 
job evaluation programs comprising more than forty 
specialties in the clerical, administrative, fiscal, en- 
gineering, automotive, aviation, electrical, communi- 
cations, and medical fields; directed research in the 
development of methods and tools for the selection, 
classification, assignment, training and promotion 
of technical and specialized personnel...” 


New York educated, Dr. Brandt took his under- 
graduate work at the College of the City of New 
York (BS., 1931). To this beginning, he added two 
graduate degrees from the Teacher's College at Co- 
lumbia University — an M.A. in 1932 and a Ph.D. in 
1935. He is a member of Phi Beta Kappa and Phi 
Delta Kappa (Honorary Education Fraternity), a 
Fellow (Division of Evaluation and Measurement) 
of the American Psychological Association, and a 
member of the Eastern Psychological Association, 
American Statistical Association and American Asso- 
ciation for the Advancement of Science. 


Prior to his Army assignments, Dr. Brandt held 
both teaching and research positions. At New York 
University, Brooklyn College and South Georgia 
Teachers College, he taught courses in statistical in- 
terpretation, evaluation techniques, report writing, 
and advanced statistics and methodology. As an 
American Council of Education Research Fellow at 
the University of Iowa’s Child Welfare Research 
Station, Dr. Brandt worked on the development of 
techniques for the measurement of emotional ten- 
sions and conflicts in adolescents in the prediction of 
delinquency. For five years as Research Assistant at 
Columbia’s Institute of Educational Research, he 
participated in basic psychological research designed 
“to ascertain adult abilities, interests and aptitudes, 
to establish fundamental principles of adult learning, 
and to predict the factors most pertinent to vocational 
success”. 


Yet with all his professional zeal and overtime ac- 
tivity, Dr. Brandt manages to get to the theater, opera 
or concert at least once a week, either in Washington 
or New York. He thereby maintains avocational in- 
terests that enrich his professional activities. An avid 
reader and student, Dr. Brandt keeps abreast of the 
literature in his field, and his work is said by his 
colleagues “to incorporate the newest and most prom- 
ising techniques as they are developed.” 


Some O.T.’s, who have worked with him might add 
a suspicion of the use of “wrinkles” of his own, but 
these are part of the experience of working with a 
research psychologist. One group of O.T. consultants 
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brought to the National Office last Fall on the Student 
Selection Instrument project expressed this feeling in 
a classic item. For purposes of orientation, the follow- 
ing facts should be noted: The group was writing 
“items” (questions) to test the areas of interest and 
personality. Each item posed a hypothetical situation 
and listed four possible choices, one of which was 
supposedly a preferred answer. For convenience of 
review by the group, the correct answer was usually 
placed in D position. The group averaged a twelve- 
hour work day, all of it in creative writing. Lunch 
was brought in from “Jack’s” and quick dinners were 
taken at a nearby restaurant, “The Old Timer”. Dr. 
Brandt was still “driving” them toward the end of the 
two-week period and after production of the 400th 
item, this was the 401st. 


“You have always dreamed of going to New York. 
Suddenly you find yourself there and not allowed to 
go out on the streets. You would 


A. drown your sorrows in Rheingold at the ‘Old 
Timer’ 


B. dream of dinner at the Waldorf while munch- 
ing sandwiches from ‘Jack’s’ 


C. plunge from the 18th floor of 33 West 42nd 
Street 


D. ‘kill’ the psychologist” 


Subsequent trial and review of the case have ex- 
onerated the impulse but reversed the verdict. We 
have retained his services. You have heard and read 
reports of the various research projects which the 
Education Office is conducting under Dr. Brandt's di- 
rection and you will hear about more of them as 
other studies are completed. His integrity and high 
professional standards make him an invaluable adviser 
and consultant to our forward-looking research pro- 
gram. We are indeed fortunate to have the benefit 
of his interest and services in the greater develop- 
ment of our profession. a 


Medical Aspect of Cerebral Palsy 
(Continued from page 52) 


will occur more readily from anoxia. Anoxia may be 
the result of an obstruction to the airway as may occur 
in strangulation or drowning or it may be due to 
carbon monoxide poisoning. As in infants, the anoxia 
tends to involve basal nuclei more commonly than 
cortical areas. 


Although the postnatal causes of cerebral palsy are 
the least common causes of this condition, it is likely 
that the prolonged span of life with its increase in 
geriatric diseases will result in a greater number of 
these conditions in adults. 
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Cerebral Palsy Unit 


Crippled Children’s Hospital 


Memphis, Tennessee 


Elizabeth Withers, O.T.R., Occupational Therapist 


The Cerebral Palsy Unit of the Crippled Children’s 
Hospital, Memphis, Tennessee was opened in May of 
1947. This in-patient center, the first of its kind in 
this geographical area, was established as a demon- 
stration to show that these children can be helped, and 
that treatment is worthwhile. The hospital which 
houses the unit cares for fifty convalescent orthopedi- 
cally handicapped children. It is a private charitable 
institution; managed by a board of thirty women: 


Multiple Feeding Table 


has a competent registered nurse as superintendent; 
and is under the medical direction of the staff of the 
Campbell Clinic. Specialists in all fields are available 
for consultation and treatment. In the beginning, the 
project was financed by the Crippled Children’s Hos- 
pital, the State of Tennessee Crippled Children’s Serv- 
ice and the Tennessee Society for Crippled Children. 
In 1949 the Tennessee Society withdrew its support 
and this portion was assumed by the Hospital and the 
Crippled Children’s Service. 


* Except for the separate treatment rooms, the unit 
is an integral part of the hospital. The cerebral 
palsied live in the wards with the other children, eat 
in the same dining room, attend school with them and 
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Suspension Walker in the Physical Therapy Department 


participate in all recreational activities. This has been 
of mutual benefit, as it has widened the scope of 
understanding of all the children and has made the 
cerebral palsied child feel he is not set apart. 


The sixteen children participating in the demon- 
stration are carefully screened and selected from the 
rolls of the West Tennessee Crippled Children’s Serv- 
ice. They represent each of the classifications of 
cerebral palsy, all have a moderately severe to severe 
degree of handicap, are between the ages of three 
and twelve and are believed to be of normal mental- 
ity. Each is accepted on a probationary basis and is to 
be retained or discharged at the discretion of the 
medical director. The personnel for the treatment of 
these children consists of a physical therapist, an 
occupational therapist and a part-time speech thera- 
pist, all of whom are under the direct supervision of 
the medical director. 


Upon admission the child is given a thorough 
medical examination and recommendations for treat- 
ment are made. When the necessary braces and 
special equipment, such as chairs and tables are 
obtained and approved, the therapists with the super- 
intendent and the school teacher plan a correlated 
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Self-dressing Training 


program. Weekly conferences with the medical di- 
rector are held, at which time individual children are 
presented, problems discussed, progress evaluated and 
further recommendations made. Each child is exam- 
ined at least once a month. 

When discussing the treatment program, it is al- 
most impossible to separate physical and occupational 
therapy, so well are they integrated. The physical 
plan of the unit (a large bright room partitioned by 
curtains) is excellent for this type of cooperative 
treatment. Standing tables, parallel bars, an exercise 
mat, a table for skill practice work and areas for 
walking training are used jointly. Each child receives 
four formal treatments weekly by each therapist and 
at least an hour of supervised activity daily. The 
physical therapist is concerned particularly with the 
basic treatment modalities such as relaxation, motion 
from the relaxed position, passive and active motion 
as well as gait training. It is the task of the occupa- 
tional therapist to transfer the learned motor pat- 
terns into the accomplishment of the skills needed in 
every-day life. In planning the treatment program, 
the child’s potentialities and future welfare are con- 
sidered and emphasis is placed upon the activities 
which will be most useful to him. All progress notes 
and activity records are kept jointly so that at a glance 
the whole child may be evaluated. 
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The occupational therapist, as well as the others 
working with the children, tries to keep her training 
practical. The child is evaluated by the activity record 
and the needed skills developed. Before any hand 
treatment is started, dominance is determined and 
when indicated establishment begun. Self help, as 
feeding, dressing and self care, and skills as pre- 
writing and typing are emphasized. Little craft work 
is used as few children seem to need its motivation. 
As a rule they are more interested in the actual self 
help processes than in an activity adapted to the same 
motor pattern. However, for the elementary training 
in reach, grasp, release of grasp and hand placement, 
educational toys are an excellent medium for they 
provide the needed play element as well as give exer- 
cise. The occupational therapy equipment, although 
adequate, has been kept simple. Two cut-out adjust- 
able chair and table units, adjustable and individual 
standing tables are useful. All the aids to dressing, 
feeding, typing and other skills are at hand; and a 
multiple feeding table with cut-out boards is used in 
the dining room for those children requiring mini- 
mal assistance. This and other types of adaptive 
equipment are helpful in carrying-over the learned 
skill into daily life. 


(Continued on page 79) 
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EDITORIAL 


THE AMERICAN JOURNAL 


; OF OCCUPATIONAL THERAPY 
WE MUST MEET THE NEED 
Published bi-monthly by the American Occupational 
P . Therapy Association. Editorial office, 1313 E. Elm- 
It hardly seems possible to an occupational thera- Vi. 
pist that as recently as 1930 scientists were expound- we 
ing the theory that “most spastics were of normal in- : 
telligence” —a fact verified by now with the new 
methods of teaching these handicapped people. The 


developments in understanding these patients have 


ADVISORY CGMMITTE 
determined a new line of treatment so beneficial as . 


to help all to live a satisfying life. ads d alee 
In the past twenty years so much study has been Physical Medicine__-.-~_~- Robert L. Bennett, M.D. 
made that the word spastic has become relegated to Georgia Warm Springs Foundation 
only a small portion of the entire group now desig- Psychiatry-—~-~-—---~-~-~-- Walter S$. Barton, M.D. 
nated as cerebral palsy, and most occupational thera- 
pists have taken special training in order to serve this Public 
group effectively and well. Tubsrculosis............~----~- A. L. Banyai, M.D. 
Families are intelligently seeking the help of Mairdale Sanatorium 
trained physicians, therapists and teachers instead of Editorial___-_-~_- c ae Ld Dunton, Jr., M.D. 
shamefacedly keeping their children hidden from the i atiisntisit 
. . Jessie L. Stevenson, R.N. 
public eye. So avid is their desire for help that the 


medical profession and its adjuncts are hard pressed 


to meet the demands. DIVISION EDITORS 


Most large cities have special clinics, training Marguerite Abbott, O.T.R. Winifred Kahmann, O.T.R. 
centers and schools for the cerebral palsied patients. Eleanor Albertson, O.T.R. Isabel Kellogg, O.T.R. 
Smaller communities have schools for the physically Margaret Blodgett, O.T.R. Barbara Locher, O.T.R. 


handicapped that accommodate the cerebral palsied 
osephine Davis, O.T.R. va a, © 
child. en most states Wanda Edgerton, O-T.R. Bertha Piper, O.T.R. 
centers that esis patients of ali communities for Marvel Eno, O.T.R. Ruth Robinson, Lt. Col. 
care and schooling. Ruth Franks, M.B., M.A., _Libbie S. Rose, O.T.R. 
But not all of these centers employ occupational Read, GER. 
Margaret Gleave, O.T.R. Beatrice Wade, O.T.R. 
therapists. The need is recognized, but many are 
f Frances Helmig, O.T.R. Elizabeth M. Wagner, 
unable to obtain occupational therapists because o Grace Hildenbrand, O.T.R. OTR. 
the lack of a sufficient number. Our recruitment pro- | sue Hurt, O.T.R. Carlotta Welles, O.T.R. 


gram is working effectively under the guidance of 
Susan C. Wilson, O.T.R., but each and everyone of 


us must do our bit to introduce young people to the CONTRIBUTING EDITORS 
interesting, challenging and excellent vocation of 


Wilma West, O.T.R. 


Myrl Anderson, O.T.R. Mary Merritt, O.T.R. 
occupational therapy in order to meet the ever in- Mary Black, O.T.R. Elizabeth Messick. O.T.R. 
creasing demand for MORE OCCUPATIONAL | edith Brokaw, O.T.R. Doris E. Ray, O.T.R. 


THERAPISTS in the field of cerebral palsy and every Wanda Edgerton, O.T.R. Caroline Thompson, O.T.R. 
other field. Patricia Exton, O.T.R. Susan C, Wilson, O.T.R. 
Margaret Finnegan, O.T.R. Elizabeth Wise, O.T.R. 


Subscription rates: Price to members included in yearly 
fees; to non-members $5.00 a year domestic, $5.50 
Memphis Crippled Children’s Hospital 
(Continued from page 78) Advertising rates: Rates for display advertising furnished 
on request. Classified advertising accepted only for 
After two and one-half years, it is felt that the Situations Wanted and Positions Available. 


demonstration pe riod is ended. We are now an estab- Change of address: Notice should include the old as 
lished unit treating sixteen hospitalized cases, giving well as the new address, postal zone, and should be 
follow-up care to those discharged, and directing the mailed to the editorial office four weeks in advance of 
home treatment program of a limited number of out- 

patients. 
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COLORADO 


Attention all— 


THIS YEAR 


Annual Convention of the American Occupational 
Therapy Association, Glenwood Springs, Colorado 


Pre-convention program — October 14-16, 1950 
Convention — October 17-19, 1950 
Institute — October 20-21, 1950 


Colorado Hotel 


Colorado is looking forward to having each one 
of you at the annual convention. Whether you are 
traveling by car or by train, the trip will be beauti- 
ful. If you are traveling by car coming from the East, 
U.S. Highway 6—24 passes the hotel grounds. Love- 
land Pass which is 11,992 feet above sea level is on 
this route. It is the third highest pass in Colorado. 
A few miles beyond, you will enter Glenwood Can- 
yon, a panorama of autumn color in October. The 
highway parallels the railroad the length of the can- 
yon. For the rugged individual who would enjoy a 
two-mile hike straight up, you can stop in Glenwood 
Canyon and visit Hanging Lake, one of nature’s od- 
dities. From the West there are various colorful ap- 
proaches to the western slope of the Continental 
Divide and Glenwood Springs. 


The new vista-dome California Zephyr originating 
from Chicago travels through the Moffat Tunnel and 
Glenwood Canyon (make your reservations early). 
For those desiring to see the Royal Gorge with the 
world’s highest suspension bridge, an alternate route 
may be taken on the main line of the Denver & Rio 
Grande Western Railroad. 
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Opposite the hotel is snow-crowned Mount Sopris 
and Snowmass Lake is nearby. Besides beautiful 
scenery the Hotel Colorado offers natural sulphur 
vapor cave baths, the largest outdoor hot mineral 
water swimming pool in the world and open the 
year around, hiking, hoseback riding and wonderful- 
ly invigorating climate. 

In this delightful and interesting environment, the 
Colorado Occupational Therapy Association is work- 
ing hard to offer you one of the best conventions you 
can attend. The meetings are planned to be of value 
to everyone. Watch for specific program information 
in a future issue. 

You are also invited to plan a stop-over in Denver, 
the capitol and “mile-high” city of Colorado. You 
will be welcomed to visit all the occupational therapy 
departments. Don’t miss a trop to Colorado Springs 
and the Will Rogers Monument. While there be 
sure to drive through the Garden of the Gods, a 
unique landscape of rock formation. 


For those interested in the days of the booming 
mining towns, when the famous Baby Doe Tabor 
was the toast of the nation, Central City should be 
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placed at the top of the list. Now a ghost mining 
town, its cobbled stone streets and saloons (still in 
their original setting) come to life every summer 
when the Metropolitan Opera performs in Central 
City’s old historic Opera House. On its stage such 
great actresses as Lillian Gish, Lillian Russell and 
Sarah Bernhardt performed, and later Mae West who 
revived those days with her “come up and see me 
sometime”. Adjacent to the Opera House is the 
Teller House, which boasts of guests whose names 
fill the pages of our early western history. This is 
the home of the celebrated painting (later put to 
poetry) “The Face on the Barroom Floor”. Although 


' October finds Central City settled down to routine 


until the following summer, it will hold for the 
tourist an atmosphere of an era gone, an era in 
American history romantic to us all. 

You will never regret attending the 1950 conven- 
tion. Come and take advantage of the wonderful 
hospitality of the Colorado O.T.’s. They are extend- 
ing every effort so that you will always remember 
the stimulating, constructive convention held in the 
internationally famous Colorado Hotel in one of the 
favorite vacation spots of the West. 


DELEGATES 
DIVISION 


SOUTHERN CALIFORNIA 


Since we as a state association seldom have a chance 
to report our activities, there is much we would like 
to tell of the things we do and the fun we have here 


in southern California. In brief I shall try to acquaint 


you with us and our “doings”. First, we are about 
sixty strong, representing 25 assorted hospitals, 
schools, and treatment centers located within a radius 
of 100 miles of Los Angeles. Ordinarily we have 
four regular meetings a year, plus extra festivities; 
but more of those later. The regular meetings are 
dinner affairs, usually with speakers, on topics of cur- 
rent interest, such as “Recreation for the Handi- 


capped”, “Tools of the Psychiatrist Which the Thera- ° 


pist May Use”,— or panels such as one on the “Total 
Treatment of the Patient”, in which an orthopedist, 
a medical social worker, a physical therapist, and an 
occupational therapist contributed to the discussion. 
In addition we always count on one beach party each 
year when blue jeans and hot dogs are much in prom- 
inence and things therapeutic are at a minimum — 
except for the participants. 


In this current year the attentions of the associa- 
tion are being directed toward activities designed to 
build our bank account and thus enable us to provide 
for the delegate’s expenses and to engage in recruit- 
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ment. Our initial project— now approaching com- 
pletion — is a recipe book of quick dinner ideas for 
the working housekeeper. Its preparation has un- 
covered a wealth of talent and ideas — and we hope 
will provide an equal wealth for our treasury. (Oh, 
certainly, we shall tell you where and when you may 
get one.) 

Recently the association held a bazaar —our first 
attempt along these lines. Members contributed an 
unusually fine selection of hand made pieces: cera- 
mics, weaving, leather, linens, toys, baked goods, etc., 
and despite a very rainy evening, the response was 
tremendous. In fact we cleared $200.00. If you 
would like tips for a bazaar of your own, write to 
our chairman, Mrs. Carolyn Brinn. 

Now with that success behind us we are looking 
toward a spring subscription bridge party, or rather, 
a series of parties. The plan is to have one party in 
each of a half a dozen sections of Los Angeles, each 
run by a member of the Ways and Means Committee. 
The hostesses are free to manage their parties in any 
way they choose, and naturally there will be much 
competition to see which group will make the most 
money for the Association. 

Locally we are trying to encourage recruiting 
through the distribution of guidance kits to high 
schools and junior colleges. Publicity-wise an effort 
is being made to tie in occupational therapy person- 
nel needs with a civic campaign directed toward 
developing interest in public medical and health pro- 
grams. 

In conclusion we are all beginning to plan now 
for October and Colorado. Have you planned your 
car pool yet? We'll see you there .. . 


Florence S. Cromwell, Reporter 


OFFICERS 


Pres.—A. Jean Ayers, O.T.R., Kabat-Kaiser Institute, Santa 
Monica, Calif. 


V. Pres—Elizabeth Sosnowski, O.T.R., Pacific Boulevard 
School, Los Angeles, Calif. 


Rec. Secy.—Ruth Lanin, O.T.R., Pasadena Sanitarium, South 
Pasadena, Calif. 


Corr. Secy.—Myrla Smith, O.T.R., Brentwood Hospital, Vets 
Admin., Los Angeles, Calif. 


Treas.—Carol Carkeek, O.T.R., Olive View Sanitorium, 
San Fernando, Calif. 


Delegate—Carlotta Welles, O.T.R., Los Angeles County 
General Hospital Los Angeles, Calif. 


The National Society for Crippled Children and 
Adults has prepared a bibliography of “Books in 
Print on Rehabilitation”. This bibliography is avail- 
able to anyone who would like a copy. Write to Earl 
C. Graham, Librarian, The National Society for Crip- 
pled Children and Adults, 11 S$. LaSalle St., Chi- 
cago 3. 
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Meeting of the Board of Management 


American Occupational Therapy Association 


Minutes of the meetings of the Board of Management 
in March and August 1949, through an oversight, were not 
submitted for publication in previous issues. They are 
therefore published herewith, together with an accounting 
for receipts and expenditures for 1948-49 and proposed 
budget for 1949-50 as approved by the Board. 


Hotel Cleveland, Cleveland, Ohio 
March 21, 1949 


The Board meeting was called to order at 9:20 A.M. by 
the President, Mrs. Kahmann. 


Roll Call and Proxies 


The following members were present: 
Mrs. Winifred C. Kahmann 
Miss Clare Spackman 
Miss Beatrice D. Wade 
Miss Sue P. Hurt 
Miss Carlotta Welles 
Miss Margaret Gleave 
Miss H. Elizabeth Messick 
Sister Jeanne-Marie Bonnet 
Miss Jane Myers 
Miss Catherine Worthingham 
Dr. M. G. Westmoreland 
Miss Edna Faeser 
Miss Doris Wilkins 

Proxies were held for: 

Miss Mabel Davis 

Dr. Walter E. Barton 
Mr. Everett Ellwood 
Miss Meryl Van Vlack 
Miss Lenore Brannon 
Miss Dorothy Flint 


Minutes of the Previous Meeting. The minutes of the 
meetings of the Board at the Hotel Pennsylvania, New York 
City, on September 6 and 9, 1948 were accepted as distribu- 
ted by mail. 

Report of the Executive Director. Miss West reported 
that as of March 15, 1949, there were 2817 paid member- 
ships and 2472 paid registrations. These figures may be 
compared with the total of 2532 paid members and 2450 
paid registrations reported at the end of the previous fiscal 
year. Payments have been more prompt this year as a result 
of the drive made to meet a January 31 deadline. 

Miss West reported evidence of two great needs in the 
professional field at the present time: the need for greater 
publicity for recruitment of students, and the need for a 
greater emphasis on the psychiatric field to counteract the 
swing to the field of physical disabilities occasioned by the 
War. 

A new brochure, “A Career of Service in Occupational 
Therapy” will replace “Occupational Therapy—A Pioneer- 
ing Profession’, now out of print. It will be distributed in 
quantities to all schools of occupational therapy, all state 
and regional associations, and to vocational guidance coun- 
selors, colleges, universities and libraries throughout the 
country. Every member of the Association will receive a 
copy with a note announcing its availability for quantity 
distribution. 

The extension of the Kellogg grant for the education pro- 
gram was mentioned only briefly as it had been reported in 
a detailed statement sent to Board members in January. A 
final, fifth year grant is anticipated for the fiscal year 1949- 
50, pending a satisfactory progress report for the current 
year. Since Kellogg support will be withdrawn after next 


year's grant, it will be necessary for the Association to make 
other provision for support of the education program. Steps 
have already been taken to secure another grant but a final 
report is not yet available. Miss West pointed out the fact 
that the appropriation of $3,000.00 from the General Fund 
to the Education Fund for the fiscal year 1947-48 had never 
been paid because of the restricted financial situation at the 
end of last year. The Treasurer suggested that consideration 
of paying this be left until the end of the current fiscal year 
with the understanding that it would be paid at that time if 
possible. This suggestion was accepted by the Board. 

The report of the Executive Director was accepted with 
appreciation. 

Report of the Treasurer. Miss Spackman reported that the 
receipt of the year’s income by the end of February made it 
easier to budget expenses for the rest of the year. The esti- 
mated budget for the balance of 1949 is well within the 
limits of income although it includes estimated expenses for 
AJOT through the end of the calendar year. 

Miss Spackman commented that although our 1948 Con- 
vention receipts were in excess of disbursements and that 
they might also be in 1949, that our 1950 Convention in 
Colorado would no doubt be more expensive; that we must 
therefore build up a back-log from convention profits to 
finance future meetings where smaller attendances would 
reduce income. 

There was discussion of a proposal to change the fiscal 
year to coincide with the calendar year and present time of 
collection of dues. It was voted not to make such change at 
the present time. 

The Treasurer's report was accepted with thanks. 

Report of the Speaker of the House of Delegates. Miss 
Faeser reported that although there had been no meeting of 
the House since September, 1948, two letters had been sent 
out to the Delegates, to which response had been fair. 

Requests for affiliation have been received from two new 
state groups in Florida and Louisiana, and the Western 
Pennsylvania Association is re-organizing. 

Statistics are being compiled on the question of life 
membership in the Association but no report is as yet avail- 
able. Proposals will be submitted later. 

Response to the suggestion that State Associations con- 
tribute to National was reported. Donations ranged from 
$10 to $50. 

Only seven replies had been received prior to the Board 
meeting in response to the request from the Rules and Pro- 
cedures Committee for a list of names of state members 
willing to serve on national committees. 

The Speaker's report was accepted with appreciation. 

Report of the Educational Field Secretary. Since Miss 
Otto’s report to the Education Committee had previously 
been heard by all Board members, it was not presented 
again. In brief, it summarized the principal activities of 
the Education Office since September 1948. These included: 
continued work on the registration exam; completion of the 
performance report form and the activity survey; evaluation 
of clinical training materials; development of a question- 
naire form for the accreditation of hospital departments ; 
Institute planning for 1949; several conferences with repre- 
sentatives of the U.S. Public Health Service re scholar- 
ships for graduate study in psychiatry; selection of 12 re- 
cipients of NFIP scholarships for a short course at the 
University of Southern California in June 1949; and other 
activities outlined in the report of the Registration Com- 
mittee. 

Institute planning for 1949 has included the writing of 
a Standard Operating Procedure for Institutes. In this con- 
nection, Miss Otto requested that the Board set standard 
fees for the Institute similar to those established on recom- 
mendation of the Permanent Convention Committee for the 
regular convention sessions. The following fees were voted 
by the Board: $2.50 per session for members of the AOTA 
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and allied professions of medicine, nursing, social service 
and physical therapy; $.50 per session for student members 
of the AOTA and student members of the above-named 
allied professions; the regular $2.50 fee for non-member 
students of AOTA and allied professions; an enlarged fee 
of $5.00 per session for non-members of AOTA or allied 
professions. The Board also set a standard honorarium of 
$10.00 per hour for all non-OTR speakers at Institute 
sessions and recommended that complimentary tickets be 
sent to outstanding persons in Michigan (e.g., Dr. Morris 
of the Kellogg Foundation) and to non-OTR speakers on 
the program prior to the Institute. It was further voted 
that expenses of non-OTR speakers at the Institute be paid. 
such expenses being defined as transportation, hotel room 
and meals for the individual for the time indicated. 

It was noted that the financial statement showed operation 
of the Education Office for the first half of the year within 
the budget allowance. 

The Field Secretary's report was accepted with apprecia- 
ton, 

Report of the Education Committee. Miss Willard’s re- 
port had likewise been previously presented to the Education 
Committee meetings which were attended by all Board 
members. The most important subject up for discussion was 
the tremendous need for recruitment of students. According 
to a survey of schools, there exist at least 600 vacancies 
for students in the 25 schools. Estimates of the number of 
graduates expected in the next 4 years also indicate that 
enrollment is seriously falling off. After considerable dis- 
cussion, the Board voted to allocate $150.00 ($75.00 from 
each fund) to be used primarily for postage (secretarial 
work to be done by the AOTA) to locate and correlate 
material available for recruitment purposes and thereafter 
to report to the Executive Committee on a plan for use of 
such material in national recruiting effort and an estimated 
expense budget. Mrs. Kahmann was to appoint the chair- 
man of a special committee for recruitment which would 
effect these plans. 

Personal contacts, magazine articles, radio and TV pro- 
grams, a new pamphlet by the U.S. Office of Education, 
speaking engagements, and other means were suggested 
avenues of increased publicity in which all should assume 
greater responsibility in the hope of exerting more intensive 
effort toward recruitment. 


Miss Willard also reported on the proposed in-service 
training program for psychiatric aides designed to meet the 
need for personnel in psychiatric institutions. The Sub- 
Committee on Psychiatry proposed the following recom- 
mendation be sent to the Committee on Medical Rehabili- 
tation of the American Psychiatric Association: that each 
state department of mental hygiene, or its equivalent, be en- 
couraged to establish an in-service training program in at 
least one hospital per state where adequate personnel was 
availale for supervision; that programs be organized only 
under the supervision of a registered occupational therapist ; 
that triining be recognized by the state department of mental 
hygiene; and that adequate remuneration be offered. A train- 
ing plan, including detailed course content, was attached. 


In consideration of the many problems involved in such 
a course (e€.g., name, recognition by AOTA, control, etc.) 
the Board voted that the Sub-Committee on Psychiatry revise 
this plan (originally submitted by Mr. Guy Morrow, OTR) 
and present it for discussion with the Committee on Medical 
Rehabilitation of the American Psychiatric Association dur- 
ing the Montreal meetings in May. Miss Carlotta Welles, 
Chairman of the Clinical Research and Service Committee, 
of which the Sub-Committee on Psychiatry is a part, was 
authorized to appoint a small New York-area group for 
further development of the proposed plan and referral back 
to the Education Committee for presentation in Montreal. 
Six general principles were outlined by the Board for the 
guidance of this sub-group: 1) that there be consultation 
with the APA; 2) that courses be given only under the 
supervision of an OTR; 3) that graduates of the course 
work only under the supervision of an OTR; 4) that con- 
sideration be given to some type of certification; 5) that 
certification be dependent upon continued employment; and 
6) that graduates be eligible for an associate or associate 
subscriber membership in the AOTA. 
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Miss Willard then presented the letter, previously ap- 
proved by the Education Committee, written in reply to Dr. 
Arestad’s letter forwarding the recommendations of the 
Council on Physical Medicine with regard to the Essentials. 
The letter was accepted by the Board and the Board ap- 
pointed Mrs. Kahmann, Miss Willard and Miss West as 
official representatives of the Association to attend the meet- 
ing of the Council on Medical Education and Hospitals of 
the AMA at such time as the revision of the Essentials 
should be further discussed. Plans were also made to con- 
tact members of the AMA's Sub-Committee on Essentials, 
various members of the Council on Physical Medicine and 
its Consultants on Occupational Therapy for the purpose of 
clarifying the Association's stand with regard to revision of 
the Essentials. 


Report of the Registration Committee. Miss Otto reported 
that 196 graduates took the February 1949 registration exam. 
Stabilization of the current examination is proceeding sat- 
isfactorily as indicated by the fact that whereas 17% of the 
items were discarded after the February 1948 exam, only 8% 
were discarded after the June 1948 revision. 

Work has begun on construction of a second examination 
for alternate use (to safeguard content). This has included 
an intensive drive for new items, with excellent response, 
and revision of the original topical outlines to keep pace 
with changes in school curricula. 

A summary of the performance of all students in all four 
of the new type of registration exams has been distributed 
in graph form to all schools, showing relative standings of 
each school. This has been done through the use of code 
rumbers. 

The Registration Committee recommended to the Board 
that a special, increased fee of $15.00 (regular fee is $10.00) 
be charged for registration exams given outside the United 
States. (The February exam was taken by students in Italy, 
Poland and Puerto Rico, and the registered airmail postage 
for each was approximately $5.00.) It was so voted. 


Report of the Legislative Committee. Miss Messick re- 
ported that her Committee had been working with the 
Federal Security Agency on Civil Service standards for 
positions in crippled children’s services in Washington and 
Montana. One of the Board members suggested that she 
might get helpful information on this subject from the 
Merit System Division of the American Public Health 
Association, 


Report of the Clinical Research and Service Committee. 
Miss Welles reported that J. B. Lippincott had unfortu- 
nately had to relinquish plans for publication of the Manual 
of Adapted Equipment under preparation by this Committee. 
Effort will be made to find a less expensive method of 
publication. It will also be necessary, due to the illness of 
Mrs. Richardson, to appoint another person to take charge of 
details incident to completion and publication of the Manual. 

The Sub-Committee on Psychiatry has been working on the 
training course for psychiatric aides referred to in the re- 
port of the Education Committee. It will proceed with 
further study of this project and have a proposal ready for 
consultation with the Medical Rehabilitation Committee of 
the APA at the Montreal meetings in May. 

The Psychiatric Handbook originally planned by this sub- 
committee will be abandoned and material planned for pub- 
lication in it will be published piece-meal in AJOT. 

The report of this Committee was accepted with thanks. 


Report of Permanent Convention Committee. In Mrs. 
Murphy's absence, her report was read by Miss West. Plans 
for the 1949 Convention and Institute to be held at the 
Book-Cadillac in Detroit are well organized and under way. 
Commercial exhibits are assured with 28 of the 31 booths 
contracted for at this time. 

For the 1950 Convention, the Hotel Colorado, Glenwood 
Springs, Colorado is recommended by the Convention Com- 
mittee for the week October 14-21. Complete facilities are 
available for a variety of extra-curricular activities and 
American Plan accommodations are offered at approximatel 
$10.00 per person, per day, two or more to a room. T 
Colorado OT Association is more than anxious to entertain 
the national group. 

There is considerable difficulty in making arrangements for 
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the 1951 Convention in Northern New Eugland. The resort 
hotels are closed in October, and a meeting during September 
would conflict with the Convention of the American Con- 
gress of Physical Medicine and Rehabilitation. Both dates 
and location are therefore, as yet undecided. 

Mrs. Murphy's report was accepted with appreciation and 
it was noted that advanced convention planning was most 
helpful and advantageous to the Association. 

Report of the Committee on Poliomyelitis. Miss Hurt 
reported that current interests of the Poliomvelitis Committee 
were in the direction of encouraging the development of 
post-graduate training specialties in poliomyelitis and obtain- 
ing scholarships for same. Two such courses have been 
established at the Georgia Warm Springs Foundation and 
the University of Southern California. According to new 
requirements recently established by the NFIP (AJOT III, 1, 
1949, page 42) scholarships will be available to qualified 
occupational therapists to attend any course given on the 
gtaduate level and approved by the Foundation. 

Miss Hurt’s report was accepted with appreciation of the 
outstanding work done by this Committee. 


Report of the Rules and Procedures Committee. Sister 
Jeanne Marie’s Committee is proceeding with work on the 
compilation of material relating to the history and accom- 
plishments to date of the Association's standing committees. 
A fuller report will be made at the annual meeting in 
August. 


Report on AJOT. Mrs. Murphy's report indicated that 
although there are still many things to learn and problems 
to solve in connection with editing and publication of the 
magazine, she is finding the work very interesting. Estimate 
of the number of copies to be printed for the February issue 
was far short of the number needed due to considerable 
increase in non-member subscriptions. Mailing presents 
serious problems in time for which no solution has as yet 
been found. Articles have also been slow in coming, but 
increased efforts to solicit copy should bring results. Adver- 
tising still needs stimulation and occupational therapists 
need to be encouraged to patronize those concerns which do 
advertise in the Journal. Some extra expense has been 
required by promotional work in subscriptions and adver- 
tising but it is hoped that increased revenue from these 
sources will more than offset cost. 

Mrs. Murphv’s report was accepted with appreciation. 


New Business 


1. The Board discussed ways and means of providing the 
House of Delegates with a more informative type of Board 
agenda in advance of meetings. As had been previously ex- 
plained to the Delegates, Board business consists of 1) 
reports of officers and committees, whose content is usually 
not known to the Board members themselves in advance of 
presentation; and 2) new business. Since the agenda, which 
as a form only, must be sent out at least 2 months in advance 
in order to be considered at state association meetings, ‘‘new"’ 
business is not yet in hand and therefore cannot be included. 
Miss Faeser, as Speaker of the House, was asked to try to 
explain this more fully to the Delegates. 

2. There was considerable discussion of the question of 
establishing an inactive registry at a reduced fee for those 
therapists who are not working. Miss Faeser reported that 
the majority of the state associations which responded to 
this question advised against a change in policy at the 
present time. The Board voted to accept this decision. 

3. A request was received from the Men’s Committee of 
the New York State Association of OT’s requesting per- 
mission to organize a men’s group within the AOTA. Pro- 
posed purposes included social fellowship, promotion of 
professional opportunities for men in OT, and recruiting of 
male OT’s. The Board felt that the profession needed the 
combined efforts of all occupational therapists working to- 
gether rather than divided, and that all had the same op- 
portunity and obligation to contribute on both local and 
national levels. It therefore opposed the formation of a 
men’s group as such and urged their cooperative participa- 
tion in professional activities with women. 

4. The Board appointed the following persons Fellows of 
the Association: Dr. Howard A. Rusk, Dr. Freemont A. 
Chandler, Dr. A. N. Aitken, and Mr. Robert A. Neff. The 
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Executive Director was instructed to inform them of this 
honorary appointment and invite their acceptance. 

5. There was discussion of the formulation of personnel 
policies for occupational therapists. The Board authorized 
study and development of a statement of such policies and 
advised consultation with the American Physical Therapy 
Association, which has a statement of this type, and the 
American Hospital Association. It is to be prepared and 
submitted for approval at a subsequent date. When approved, 
it will be published for the guidance of all concerned and 
as an aid to the promotion of professional standards. 

The Board meeting was adjourned at 7 P.M. 


Respectfully submitted, 
Wilma L. West, O.T.R. 
Executive Director 


Hotel Book-Cadillac, Detroit, Michigan 
August 22 and 25, 1949 


The Board Meeting was called to order at 9:15 A.M. by 
the President, Mrs. Kahmann. 


Roll Call and Proxies. 
The following members were present at the meetings: 


August 22, 1949 August 25, 1949 
Mrs. Winifred C. Kahmann Mrs. Winifred C. Kahmann 
Miss Clare Spackman Miss Helen Willard 
Dr. William R. Dunton Miss Marjorie Taylor 
Miss Beatrice D. Wade Miss Clare Spackman 
Miss Mabel Davis Lt. Col. Ruth A. Robinson 
Miss Carlotta Welles Miss Marion Davis 
Miss Margaret Gleave Miss Carlotta Welles 
Miss Elizabeth Messick Miss Margaret Gleave 
Sister Jeanne Marie Miss Elizabeth Messick 
Miss Jane Myers Sister Jeanne Marie 
Miss Catherine Worthingham Miss Jane Myers 
Dr. M. G. Westmoreland Miss Edna Faeser 
Miss Edna Faeser Miss Doris Wilkins 
Miss Doris Wilkins Miss Meryl Van Vlack 


Miss Meryl Van Vlack 
Miss Lenore Brannon 
Proxies were held for: 

Mrs. Sue Hurt Gibbs 

Dr. Walter E. Barton 

Mr. Everett S. Elwood 
Dr. George M. Piersol 
Miss Dorothy Flint 


Mrs. Blanche Ringel 
Miss Violet Corliss 
Miss Elizabeth Withers 
Proxies were held for: 
Miss Sue Hurt Gibbs 
Dr. Walter E. Barton 
Miss C. Worthingham 
Dr. M. G. Westmoreland 


Dr. George M. Piersol 


(Note: In order to accommodate Committee Chairmen 
by calling for their reports before other Board business, 
some changes were made in the order of items as listed on 
the tentative agenda. 

The following items were presented and discussed at the 
second meeting: Reports of the Constitution Committee and 
the Speaker of the House; minor unfinished business items 
pertaining to the AJOT report, Permanent Convention Com- 
mittee and the Recruitment and Publicity Committee; the 
AOTA statement of personnel policies; and all items of 
new business. 

All other items were discussed at the first meeting.) 

Minutes of the Previous Meeting. The minutes of the 
meeting of the Board at the Hotel Cleveland on March 21, 
1949 were accepted as distributed by mail. 

Report of the Executive Director. Miss West reported 
that the good financial progress reported in March had 
carried through to the end of the fiscal year resulting in a 
total excess of income over that budgeted of $24,000 and 
a total excess of income over expenditures of $13,000. 

Placement has seen a 30% increase over the previous year. 
Three hundred and eleven OTs have requested jobs and 
three hundred and twenty-five agencies have listed a total 
of four hundred and seventy-eight vacancies with the Na- 
tional Office during the past year. Greater emphasis still 
needs to be placed on the importance of service in psychi- 
atric hospitals. 
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Recruitment efforts have been stimulated by the formation 
of a special national Recruitment and Publicity Committee 
which is working through state associations and individual 
members in those states which do not have organized groups. 
This Committee will intensify its efforts this Fall and plans 
to canvass all possible educational institutions in the coun- 
try. Distribution of more than 40,000 of the brochures “A 
Career of Service in Occupational Therapy” from March to 
August of this year has laid a groundwork for further 
educational information. 

In June, testimony was presented to the Senate Committee 
on Labor and Public Welfare, and later incorporated in the 
Congressional Record, of the need for federal subsidy of 
occupational therapy through 1) grants to schools and 2) 
scholarships tor training. The request is being considered 
in conjunction with similar federal aid to education in 
medicine, dentistry, nursing and allied medical professions. 

Further effort has also been made to secure funds under 
the National Mental Health Act for the establishment of 
graduate study in occupational therapy with major emphasis 
in neuropsychiatry. This request, initiated in May 1948, 
has been delayed by a decision to investigate other fields 
such as recreation, music therapy, physical therapy and the 
like before approval of a grant to occupational therapy. 

In addition to the extension of the Kellogg grant for the 
Education program, a special appropriation of $21,000 for 
a three-year period was obtained from the Grant Foundation 
for the development of student selection instruments. This 
additional financial support will greatly facilitate the Associ- 
ation’s program of educational research. 

The new size and format of the YEARBOOK, plus in- 
creased revenue from advertising, resulted in considerable 
saving on publications costs.*A mimeograph machine was 
purchased to cut expenses of duplicating large quantities of 
material and also for the purpose of extending Association 
services to Committees. Both of these adjustments in large 
cost items should reduce annual expenses. 

Report accepted with appreciation. 


Report of the Treasurer. Miss Spackman reported that the 
general financial status of the Association was good. The 
new method of billing has proved very satisfactory and re- 
ceipts from membership dues and registration fees have in- 
creased. 


An assistant to the Executive Director was authorized, 
employment at the discretion of the Executive Committee. 

The budget, with special accounts for AJOT within the 
General Fund and for the Registration Examination and the 
Grant appropriation within the Educational Fund, was ap- 
proved. It was voted to invest the interest that has accrued 
to date on the Endowment Fund in U.S. Treasury bonds; to 
add to the amount of interest such a sum from the General 
Fund surplus for the past fiscal year as is necessary to com- 
plete the purchase of a bond for which the total interest is 
not adequate; to set aside these additional investments as a 
reserve fund rather than as an endowment fund; and to 
open a savings account to which yearly additions can be 
made. 

Report accepted with appreciation. 


Report of the Speaker of House of Delegates. Miss Faeser 
reported that 27 associations sent delegates to the annual 
meeting, including all but Oregon. Two new state groups 
have been accepted—Oklahoma and Tennessee. 

Minor changes in the Constitution as proposed by the 
Constitution Committee were approved. There was dis- 
cussion, but no decision of the following subjects: life 
membership on a financial basis with a fee of $200.00, or 
as a recognition for service; and the collection of state and 
national dues by the National office. All of these were 
referred back to the states. 

The House voted: 1) to meet annually only, rather than 
bi-annually as had been proposed; 2) against proportional 
representation in the House; 3) all new delegates to assume 
office July 1; 4) to adopt a rotation plan for election of 
new delegates (1/3 each 3 years); 5) a 2-year term for the 
Speaker and her membership on the Board for the same 
period; 6) to express to the President interest of the dele- 
gates in the work of Committees and their desire to serve in 
this respect; 7) to study the Formation and Function of the 
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House of Delegates in cooperation with the Constitution 
Committee and to prepare a manual for delegates; 8) that 
associate members of state associations not be allowed to 
vote, in the state organizations, on matters of national con- 
cern and that their voting rights in local affairs be deter- 
mined by the state association; 9) that the state associations 
may appoint a substitute alternate delegate if neither the 
delegate nor the alternate delegate can attend the annual 
meeting of the House of Delegates. 

The House requested clarification of the action of the 
Men’s Group in publishing a Directory of Men in OT in 
contradiction of AOTA Board policy (see March 1949 
Minutes of the Board Meeting). It was pointed out that the 
Directory in question was published by the Men's committee 
of the New York State Association of Occupational Thera- 
pists, a group that was in existence prior to the request in 
March to form a Men's Group within the AOTA. 

Six recommendations were presented by the House to the 
Board: 1) that October be voted a permanent convention 
month; 2) that the Board's recommendations regarding in- 
service training for psychiatric occupational therapy be ap- 
proved (see Education Committee report); 3) that the 
Board's recommendations regarding registration rulings be 
approved (see Registration Committee report); 4) that the 
policy regarding international reciprocity be approved as 
presented (see Registration Committee report); 5) that, if 
impossible to enforce the present Constitutional provision 
which required AOTA active members to be active members 
of their respective state associations, it be deleted from the 
Constitution; and 6) that the Treasurer's report be accepted 
and a vote of confidence expressed. 

Board action approved all of the above recommendations 
except number 5. It was voted to table this action until 
other plans had been tried. 

Report accepted with appreciation. 


Report of the Educational Field Secretary. Miss Otto re- 
ported that the Activity Survey had been completed and a 
report on it distributed to all participants. The schools are 
now adjusting their curricula to the results. The Perform- 
ance Report, designed to help validate the registration ex- 
amination, has also been completed and put into use. It 
is now being analyzed and will also be used in revision of 
the clinical training report form. 

The questionnaire for revision of the clinical training ma- 
terials has also been completed and the results submitted to 
the Clinical Training Committee which will subsequently 
accomplish the indicated revision. s 

The development of student selection instruments for oc- 
cupational therapy will be started this Fall under the 3-year 
Grant Foundation appropriation of $21,000. Consultants 
will formulate the original tests which will be tried on 
practicing therapists in the first year. Revisions, further 
trials, standardization and implementation will follow in the 
succeeding two years. 

The Education Office has also been working with the 
Curriculum Guide Committee and a group of the Clinical 
Training Committee that has been preparing the Student 
Manual. 

A Standard Operating Procedure for Institutes was de- 
veloped this past year by the Educational Field Secretary and 
used for the first time in conjunction with the 1949 In- 
stitute. Miss Otto requested a Board decision on the ques- 
tion of waiving the Institute fee for OTR participants in 
view of the fact that they do not receive honorariums. There 
was considerable discussion of this matter but it was felt 
unwise to adopt a policy of paying members or of waiving 
their fees. It was. however, voted that the local Institute 
chairman should obtain from OTR participants an estimate 
of expenses incurred in preparation of their material for 
Institute presentation and submit to the Education Field 
Secretary a budget to cover these expenses. If approved, 
these would be paid by the Education Fund. 

Report accepted with appreciation. 

Report of the Education Committee. Miss Willard re- 
ported that the Education Committee had been concerned 
with the following three main questions: 

Recruitment—With only two schools reporting complete 
enrollments, the situation remains essentially as it was in 
March. The national recruitment and publicity program will 
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no doubt improve this situation. 


Physical Medicine—Following a review of action to date, 
the following recommendations of the Education Committee 
were presented to the Board: 1) that a revised statement of 
policy be formulated for publication; 2) that the American 
Psychiatric Association's statement of policy concerning the 
relationship between the psychiatrist, physiatrist and occupa- 
tional therapist be published immediately and that similar 
support of allied groups such as the National Tuberculosis 
Association, American Heart Association, American College 
of Orthopedic Surgeons, be solicited; 3) that the Consultants 
on OT to the Council on Physical Medicine and the AOTA 
Fellows be contacted and brought together with representa- 
tives of the Association for support and advice on further ac- 
tion; and 4) that approval and commendation be given the 
work of the Education Office; that the research program, 
which constitutes an accrediting basis, be extended to provide 
all the mechanics for accreditation of OT schools. These rec- 
ommendations were approved by the Board. 


The Psychiatric In-Service Training Program — The or- 
iginal training program developed by Mr. Guy Morrow has 
been modified to 3 months. No reply concerning this pro- 
posed program has yet been received from the American 
Psychiatric Association. It was referred to the House of 
Delegates for discussion and one state registered opposition 
on the basis of the dangers inherent in the recognized train- 
ing of sub-professional personnel. After some discussion, 
the Board made the following recommendations in recogni- 
tion of the serious need of additional personnel in psychiatric 
institutions. These were subsequently approved by the House 
of Delegates (see report of Speaker): 1) that additional 
effort be made in recruitment of students in OT, especially 
for service in psychiatric hospitals; 2) that the American 
Psychiatric Association, Mental Hygiene Association, foun- 
dations and federal agencies be approached for consideration 
of methods of obtaining scholarship assistance for students 
who will agree to serve in the psychiatric field; 3) that the 
AOTA make available consultation service to State Depart- 
ments of Mental Hygiene and Departments of Welfare or 
individual hospitals wishing to establish or revise courses 
for attendants or aides to serve in OT Departments; 4) 
that state and regional OT associations enlist the help of 
state psychiatric associations to-clarify the status of sub- 
professional personnel and enforce regulations that they be 
employed only under the supervision of an OTR; 5) that 
the AOTA does not accredit any course of training for sub- 
professional personnel, nor can it give professional recogni- 
tion because of the varying state requirements; but that such 
employees are eligible to become associate subscriber mem- 
bers of the Association; 6) that those with adequate educa- 
tional qualifications be encouraged to become trained OT’s; 
7) that the National Office, the Legislative and Civil Service 
Committee and the Sub-committee on Neuropsychiatry stand 
ready to assist in implementing these recommerdations. They 
were so voted. 

Report accepted with appreciation. 


Report of the Registration Committee. Miss Otto reported 
that the registration exam was given twice in 1949 to a 
total of 360 applicants. The Registration Committee met 
ten times during the year, each time for an 8-hour day. 
Their work has concerned analysis, re-working and replace- 
ment of items on the current exam; and review and re- 
vision of 640 pool items — some of which will be used to 
form a new Part I of the February 1950 exam. The second 
part will be replaced for the June 1950 exam. There will 
then be four possible combinations of the two complete 
exams and thus four exams available. 

Present content is keeping pace with content of school 
curricula and information performance of students has been 
given to the schools for their use in re-evaluation of 
curricula. 

Repeated inquires have been received from state associa- 
tions and members regarding the 1946 ruling of the Board 
that an OTR who fails to re-register for three or more years 
must take the registration exam in order to qualify for re- 
instatement. The Registration Committee has given ex- 
tensive consideration to this question and recommends that 
the Board re-evaluate the existing regulation. After con- 
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siderable discussion, the Board proposed the following re- 
commendation: That those who permit registration to lapse 
be required to pay all back fees for reinstatement up to five 
years; and that those who permit registration to lapse for 
more than five years must pass the registration exam to 
qualify for reinstatement. This recommendation was sent 
to the House of Delegates for discussion. It was unanimously 
accepted by the House and subsequently voted by the Board. 
This ruling is retroactive to 1947 as it is only a revision of 
the previous ruling. 


Requests for membership reciprocity have been received 
during the past year from the OT Associations of Australia, 
England and South Africa. The Registration Committee 
made the following recommendations in this matter to the 
Board: 1) that examination eligibility be amended to in- 
clude graduates of foreign occupational therapy schools 
accredited by their respective accrediting agencies (this could 
be the country’s medical association, OT Association, or 
other qualified professional organization); 2) that, in the 
case of foreign-trained applicants, work reports may be 
substituted for clinical training reports; 3) that, as in the 
case of our own graduates, a recommendation for the ex- 
amination be secured from the school director; and 4) that 
the applicant be considered eligible only if he is a member in 
good standing of his own association, if he has worked for 
one year under an OTR in this country and has a satisfactory 
recommendation from this OTR. The Board voted to 
accept the above recommendations with the provision that 
these rulings apply only to those countries having requested 
membership reciprocity — namely, Australia, England and 
South Africa, and that applications of all occupational 
therapy graduates of other foreign schools be considered 
on an individual basis. 

Report accepted with appreciation. 


Report of the Legislative and Civil Service Committee. 
Miss Messick reported that her Committee has continued to 
assist state groups and individuals in revision of job classi- 
fications. At least four of the nine groups that have been 
working on these problems have been successful in achieving 
reclassification and in raising salaries. Success has been 
particularly noted in writing in requirements for OT on 
a high level. A folder of sample job descriptions has been 
prepared and will be available to those needing information 
and help of this kind. 


Licensing has been investigated and found to be pro- 
hibitively expensive. 

A questionnaire to obtain information about the Civil 
Service classification and salary difficulties of various states 
was drawn up and sent to the 30 organized state and region- 
al associations and to individuals in two other states. Ten 
returns were received. When compiled, results will be sent 
to all who participated. The Committee will continue to 
contact state Civil Service personnel and offer help and 
information for their use. 

Report accepted with appreciation. 


Report of the Clinical Research and Service Committee. 
Miss Welles reported that work on the Equipment Manual 
is proceeding, though slowly because of the time required 
for accurate drawings and descriptions. A publisher has not 
yet been found. 

The Sub-committee on Neuropsychiatry revised Mr. 
Morrow’s proposed plan for in-service training of psychiatric 
aides, principally by condensing it from 12 to 3 months. In 
view of the Board’s recommendations with regard to this 
program (see Report of the Education Committee) further 
development will be at least temporarily abandoned. 

It was pointed out that there is a need for greater stimu- 
lation of the membership to graduate study and research. 
Miss Welles reported the recent establishment of a $1500 
scholarship for a master’s degree at the University of South- 
ern California with specialty in pediatrics and clinical 
work at the Los Angeles County General Hospital. Very 
few applications were received for this opportunity. 

Report accepted with appreciation. 


Report of the Permanent Conference Committee. Mrs. 
Murphy repeated her March report that the 1950 Convention 
will be held October 14-21 at the Hotel Colorado, Glen- 
wood Springs, Colorado. American Plan rates are $10.00 
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per day. 

Advance registration for the 1949 Convention was reported 
to be unusually good and thus helpful to the local planning 
committees. 

Twenty-eight booths were rented by commercial exhibitors 
and unusual interest and success of this new part of the 
Convention noted. Special effort will be made to sell exhibit 
space to Western companies for the Colorado Convention. 

Three proposals were made for the 1951 site: Wentworth- 
by-the-Sea in Portsmouth, New Hampshire, The Shoreham 
and the Statler in Washington, D.C. Portsmouth was voted 
by the Board and the dates set at September 8-15, 1951. 

For 1952, the Board voted Texas as convention state and 
for 1953 — either Wisconsin or Minnesota., Invitations are 
to be solicited and tentative arrangements made for vote at 
a future meeting. 

Report accepted with appreciation. 


Report of the Committee on Poliomyelitis. Mrs. Sue Hurt 
Gibbs’ report was read, in her absence, by Miss Otto. It was 
noted that this year saw the opening of opportunities for 
graduate OTs to obtain specialized training in the field of 
poliomyelitis. As previously reported, 12 OTRs received 
scholarships for the special course given this past summer at 
the University of Southern California and 3 graduate thera- 
pists have taken the course at Warm Springs. NFIP scholar- 
ships are available to others for an indefinite period for the 
Georgia course as well as a similar one at the University of 
Colorado Medical Center, and are anticipated for a repeat 
of the California course next summer. 

At the mid-year meeting, the Board authorized a request 
to the NFIP for further subsidy in the form of scholarships 
to cover undergraduate training in occupational therapy for 
applicants eligible to take the advanced standing course, and 
graduate training leading to a master’s degree for occupa- 
tional therapists wishing to specialize in the area of physical 
treatment. No action has been taken on this authorization 
to date, since the Committee was advised to hold any further 
request for the spring meeting, rather than to approach the 
Foundation at a time when so large a part of its resources 
must go into emergency care of poliomyelitis victims. 

The Committee expressed appreciation of the interest and 
help of Miss Worthingham and the Foundation in making 
study opportunities possible. 

Report accepted with appreciation. 


Report of the Rules and Procedures Committee. Sister 
Jeanne Marie reported that the History of Service of each of 
the six Standing Committees of the Association has been 
written. Two copies of these Histories were submitted; one, 
bound, for file in the National Office; and another, separate, 
to be sent out on request for study. Instruction sheets for 
committee chairmen were also prepared as follows: ‘‘Impera- 
tives on Integration” and “Suggestions for Improved Chan- 
nelling of Committee Reports through National Office.” 

The Committee submitted three recommendations: 1) that 
at times most convenient, the histories of service of Associa- 
tion committees be printed in AJOT; 2) that the Instruction 


‘Sheets on Rules and Procedures for Association Committees 


be sent to Committee Chairmen, by the President, at the 
time of their appointment or reappointment; that this prac- 
tice be continued until the usefulness of the Instructions has 
either been proved, or need of their modification has been 
indicated; and that after such due time, the most adequate 
instructions referred to the Constitution Committee for con- 
sideration to be included in some appropriate part of the 
Constitution; and 3) that the Special Committee now be 
dissolved, having completed, as far as seems at present 
necessary, the work of its assignment. 

The Board voted to accept the report and recommendations 


to the Committee with deep appreciation of its contribution. 
The Committee was dissolved. 


Report of the Recruitment and Publicity Committee. Miss 
Wilson reported in detail on beginning plans and activities 
of this recently organized committee. Efforts have been di- 
rected toward the formation of recruitment sub-committees 
in the state associations which will act as contact and dis- 
tribution centers for material sent out from the National 
Office. Early estimates indicate that an original canvass of 
guidance counselors in educational institutions throughout 
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the country can be made for approximately $936.00. Several 
states are already organized for this purpose and material is 
be’ng sent to them as requested. 

It is hoped that the National Society for Crippled Children 
and Adults will be able to finance publication in 1950 of a 
Manual for Vocational Guidance Counselors which will 
contain information about the professions of OT, PT, Speech 
Therapy and Special Education. Distribution of such would 
also be handled by the Society. 

There was considerable discussion of ways and means of 
effecting publicity and recruitment. Among the principal 
ideas projected were the following: “Mademoiselle”, 
“Glamour”, “Woman's Day” and “Seventeen” to be re- 
quested to do articles on OT; U.S. Department of Labor 
pamphlet on OT as a career to be revised; Dr. Rusk’s article 
in the August 21 “New York Times’’ be published in AJOT 
and reprints distributed after the present supply of brochures 
is exhausted; Mrs. Walter J. Greenleaf of the Federal 
Security Agency be contacted for help of that office and state 
Departments of Education in distribution of material to 
vocational guidance counselors; that photo-offset is preferable 
to mimeographing for publicity and recruitment letters. 

It was ultimately voted that further investigation be made 
of other possibilities for distribution and that expenses be 
kept under $3,000.00. Authority to approve other steps as 
required to proceed with the campaign was delegated to the 
Executive Committee. 

Report accepted with appreciation. 

Report of the Committee on Establishment and Operation 
of OT Departments. Miss Abbot reported that Section I, of 
the 8 sections to be included in the Manual being developed 
by this Committee. has been drafted and approved in general. 
Some revisions will be necessary and in the meantime, assign- 
ments have been made for drafting the other sections. It is 
hoped that the Manual can be published and distributed by 
the American Hospital Association. 

Report accepted with appreciation. 

Report of the Constitution Committee. Miss Jackson pre- 
sented the proposed Constitutional changes which had pre- 
viously been discussed and approved by the House of Dele- 
gates. They were accepted by the Board for presentation to 
the membership next summer and vote at the 1950 
Convention. 

It was also voted by the Board that the President appoint 
a special committee to develop a completely revised 
Constitut‘on. 

Report accepted with appreciation. 

Report on AJOT. Mrs. Murphy reported that circulation 
has increased from 2800-3300 since the first of the year. 
Present efforts in circulation promotion are toward increas- 
ing the number of libraries subscribing to the Journal. 

Chief problems concern 1) mailing (stickers vs. en- 
velopes) and 2) a dearth of material. Purchase of an ad- 
dressograph was authorized to solve the first, and various 
means — such as soliciting papers from state associations 
and holding a national contest for honoring undergraduate 
theses by publication — for the second. Although it would 
be desirable to get AJOT on a monthly publication basis, 
this will have to remain a consideration for the future. 

Mrs. Murphy also requested consideration of change in 
size of the magazine to make it standard. Effective with 
Vol. IV, to be published in February 1950, the Board voted 
to increase AJOT to the 8” x 11” size. 

From a survey made by the Editor this past year, it has 
been determined that OTs have a buying power of 
$1,500,000, exclusive of the Army and VA. (Leather leads 
at $500,000, with yarns and weaving materials second. It 
was noted that the Education Office's Activity Survey, also 
completed this year, indicated that leather and weaving were 
the two activities most frequently used). 

Publication of a Buyer's Guide is planned for 1950. It 
will feature AJOT advertisers in bold face type and be used 
to promote advertising. 

Report accepted with appreciation. 

AOTA Statement of Personnel Policies. Miss Welles dis- 
tributed mimeographed copies of a first draft of this state- 
ment which has been made consistent with existing standards 
as revealed by the 1946 survey. The Board members were 

(Continued on page 89) 
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American Occupational Therapy Association 


EDUCATIONAL FUND 


GENERAL FUND 


Sept. 1, 1948 Sept. 1, 1949 
to to 
Aug. 31,1949 Aug. 31, 1950 


Income & Proposed 
Expenses Budget 


Income & 
Expenses 


Proposed 
Budget 


Sept. 1, 1948 Sept. 1, 1949 
to to 
Aug. 31,1949 Aug. 31, 1950 


Balance September 1st. $ 1,190.87 $ 4,000.00 Balance September 1st. $ 2,847.61 $10,000.00 
INCOME: INCOME: 
Grant... 10,000.00 8,000.00 Membership Dues ___________ 22,159.25 22,500.00 
From General Fund __------ 3,000.00 Registration Fees ____________ 16,113.50 16,500.00 
Examination Fees ---------- 3,620.00 3,750.00 A.J.O.T. Subscriptions, 1948 ___ 25.50 
208.80 A.J.O.T. Subscriptions, 1949 ___ 1,367.87 1,500.00 
Institute — Convention 1,519.17 500.00 A.J.O.T. Advertising 1,365.06 2,000.00 
50.00 50.00 A.J.O.T. Payments Received 
Sale of Dictaphone to General 1948 604.40 
698.76 Volunteer Course __________~ 121.00 100.00 
Miscellaneous 50.00 Sales—Insignia-Pins-Reprints __ 1,545.05 1,500.00 
$17,287.60 $19,350.00 Yearbook — Sales ___________ 161.59" 100.00 
Yearbook — Advertising _____ 1,680.04 1,200.00 
EXPENSES: Convention — 1948 ________- 4,621.26 
ee $ 5,107.32 $ 6,500.00 Convention — ee 1,214.50 1,500.00 
Cums 2,345.00 3,000.00 Donations 387.50 100.00 
Committee Expense ____--~~- 179.11 400.00 Sale of Typewriter -_--__-___ 50.00 
Reprints Purchased 106.59 Miscellaneous 
Postage & Expressage --_~~-~- 315.51 400.00 $54,340.33 $57,000.00 
Telephone & Telegraph 214.77 250.00 $ 2,068.91 
300.00 AJ.O.T. 1949 6,697.60 $15,000.00 
715.00 780.00 Material for re-sale 916.68 1,000.00 
Temes Wittield 53.60 100.00 mace: 27.34 50.00 
Unemployment Insurance 161.24 175.00 879.78 1,250.00 
Furniture & Fixtures 100.00 100.00 Office Supplies... 544.34 700.00 
296.70 350.00 Postage & Expressage 1,412.59 1,500.00 
Institute Convention _---_--__- 80.41 200.00 Telephone & Telegraph ~__-_~ 489.08 500.00 
Acoust 474.88 Bent 1,709.62 2,000.00 
Miscellaneous 91.49 100.00 34.90 50.00 
Total Expenses to July 31, 1949 $11,568.94 130.00 150.00 
Est. Expenses, August, 1949 Taxes, Unemployment & OAB__ 512.70 600.00 
ee 200.00 Co-operation with Others _____ 195.88 300.00 
4,518.66 5,345.00 Convention — 1948 __________ 3,145.33 
$17,287.60 $19,350.00 Convention — 1949 __________ 366.92 1,500.00 
Purchase of Furniture ________ 1,064.80 200.00 
Miscellaneous 389.24 200.00 
Grant to Educational Fund ____ 3,000.00 
Total Expenses to July 31, 1949__$40,215.97 
Est. Expenses, August, 1949 
Administrative 2,200.00 
ALOT. 1,300.00 
$54,340.33 $57,000.00 
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Board Meetings 
(Continued from page 87) 


asked to submit suggested changes before October 15, the 
revised form to be approved by the Executive Committee for 
publication in November if possible. It was also voted 
that this statement subesquently be incorporated in the Man- 
ual on Establishment and Operation of OT Departments 
with further development regarding job classifications and 
standards. 


New Business. 


1. The Board voted to publish in December a printed 
Supplement to the 1949 Yearbook, containing corrections 
of errors. 


2. It was voted to publish a full Yearbook annually on a 
trial basis. 


3. It was voted to re-establish the AOTA Newsletter for 
publication bi-monthly alternating with AJOT. 


4. It was voted to express appreciation of the interest 
and offer of cooperation from the National Society for 
Crippled Children and Adults in publicity, recruitment and 
training. 


5. It was voted that we join the National Committee for 
Mental Hygiene and investigate membership in the National 
Health Council and theW orld Federation for Mental Health. 


6. It was voted that the 1950 mid-winter Board and 
Education Committee meetings be held April 14-17 inclusive 
at the French Lick Springs Hotel, French Lick, Indiana. 


7. It was voted that interest of the Association be ex- 
pressed in the formation of an international organization of 
occupational therapists; that the President be empowered to 
contact foreign countries with regard to their reaction to 
this proposal; and subsequently that a Committee be ap- 
pointed to study the problem and propose ways and means 
of initiating the organization. 


8. It was voted to express to the local Convention Com- 


mittee the Board’s appreciation of a most successful and 
enjoyable convention. 


9. It was voted to adjourn the meeting at 6:30 P.M. 


Respectfully submitted, 
Wilma L. West, O.T.R. 
Executive Director 


Present Day Trends in Cerebral Palsy 
(Continued from page 55) 


21. State Legislation for Education of Exceptional Children. 
Bulletin No. 2 1949. Federal Security Agency, Office 
of Education, Washington, D. C. 


22. New York State Joint Legislative Committee to Study 
the Problem of Cerebral Palsy: Report submitted to the 
Legislative Document (1948) No. 59. 


23. Crippled Children in School. Bulletin No. 5. 1948. 


Federal Security Agency, Office of Education; U. S. 
Government Printing Office, Washington, D. C. 


24. Wishik, Samuel M.; A National Cerebral Palsy Pro- 
gram. 1950. The Child, Federal Security Agency, Wash- 
ington, D.C. 


25. American Occupational Therapy Association. 
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* * * 


A charge of 35c per copy will be made for the 
88-page handbook “Nursing for the Poliomyelitis 
Patient”, published in 1948. Sale of this publication 
is limited to nurses, physicians and members of allied 
professional groups, in accordance with the policies 
of the medical department of The National Founda- 
tion for Infantile Paralysis. Orders should be sent to 
the Joint Orthopedic Nursing Advisory Service, 1790 
Broadway, New York 19. 
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Book Reviews 


REHABILITATION OF THE HANDICAPPED 


A Survey of Means and Methods 


Edited by William H. Soden 


Executive Assistant 
Physical Medicine Rehabilitation Service 
Veterans Administration Hospital, Northampton, Mass. 


Foreword by Sidney Licht, M. D. 
Editor of “Occupational Therapy and Rehabilitation”. 


Published by The Ronald Press Co. 
New York, 1949, 349 pages, $5.00 


Reviewed by: Wanda Misbach Edgerton, O.T.R. 


In the editor's words this is a volume designed, “to as- 
semble representative accounts of procedures in current use 
for the mental and physical rehabilitation of persons dis- 
abled by illness or injury or otherwise handicapped.” Ma- 
terial has been collected under five general headings: 
General Medical and Surgical Technics, Neurological Meth- 
ods, Psychiatric Development, Vocational and Social Re- 
habilitation, Educational and Psychological Trends. Each 
general division in turn comprises from four to ten chapters 
or articles written by a leader in a particular area of this 
complex thing called ‘rehabilitation’. (The foreword 
aptly suggests the-term “‘reablement” as a sharper, more ac- 
curate word than rehabilitation.) 


Some of the articles are papers previously read at pro- 
fessional meetings and subsequently published in profes- 
sional journals. Others have been especially prepared for 
this book and are descriptive reports of methods of work 
or organization which have proven outstandingly successful. 

Contributors whose papers or reports make up these 
chapters include physicians, surgeons, psychiatrists, leaders 
in physical medicine, psychologists, executive secretaries of 
various types of rehabilitation centers, an occupational thera- 
pist, an officer of the American Red Cross, a member of 
Alcoholics Anonymous, a musician and, somewhat surpris- 
ingly, a newspaperman. The contribution of the latter, in- 
cidentally, is titled “Making the Public Understand”. (At- 
tention of O.T. readers is especially directed to this and a 
preceding chapter, “Modern Trends in Occupational Thera- 
py’. Here is food for long, long thought and good meat 
for program committees seeking a starting place for stimu- 
lating group discussion. ) 


The result of this composite is a volume valuable for the 
reference shelf of any member of the rehabilitation team. 
For students it offers, within one set of covers, a rare 
opportunity for authentic ‘close ups’’ of the many and di- 
verse facts of rehabilitation. The reader will find every ar- 
ticle in the book not only richly informative but readable 
and interesting as well. Many are followed by lists of fur- 
ther references. The book concludes with a complete index 
of subjects and another of names of contributing authors 
and of other persons who are otherwise mentioned in the 
articles, 
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ABSTRACTS 


Prepared by: Margaret Finnegan, O.T.R. 


THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION 


Vol. 142—No. 7—February 18, 1950 


What Every Physician Should Know about 
Occupational Therapy 


Sidney Licht, M.D. 


Read in a panel discussion on Physical Medicine and Re- 
habilitation, at the 1949 Annual Meeting of the American 
Medical Assn. Stresses occupational therapy as an impor- 
tant area of treatment. In this article occupational therapy 
is considered under five main objectives— 

1—Remedial exercise (kinetic) 
2—Graduation of effort (metric) 
3—Improvement of tonus (tonic) 
4—Influence on the mind (psychiatric) 
5-—Evaluation (diagnostic) 

The specific functions of occupational therapy in each of 
these categories is discussed in detail. 


THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION 


Vol. 142—No. 7—February 18, 1950 


What Every Physician Should Know about the 
Teaching of Crutch Walking 


G. G. Deaver, M.D. 


Read in a panel discussion on Physical Medicine and Re- 
habilitation, at the 1949 Annual Meeting of the American 
Medical Association. States that the ability to use crutches 
efficiently requires a systematic: program with competent 
instructions. This program should include— 

1. The proper selection of the crutches and correct 
measurement. 

2. A muscle test to judge the subject's joint movements 
and strength. 

3. Exercise to develop the muscle groups needed for 
crutch management. 

4. Determination of the crutch gaits best suited to meet 
the patient's needs. 

Each of these points is outlined and described in minute 
detail. Emphasis is placed on the importance of two gaits 
for all crutch walkers—a fast one for making speed, and a 
slow one for crowded places, where balance is important. 


AMERICAN JOURNAL OF PSYCHIATRY 


Volume 106— No. 8 — February 1950 
Art As Psychotherapy 
Prentiss Taylor 


A careful analysis of the use of art in psychiatry. This 
article is written, not by an O.T., but by an artist — who 
admits at the onset: 

“I came to this art therapy without previous psychiatric 

training, only with a certain sensitivity to people and an 

amoral interest in humanity; with the knowledge that 
recovery in mental illness needs supporting activities that 
encourage independence, not just occupation. 

In dealing with patients | knew only that one took what 

happened without showing surprise and that one did not 

try to force an interest. One furnished a means and 
hoped for a response.” 

No case studies are discussed — but general observations 
are presented, based on six years of experience in this field. 
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EVENTS 
CALENDAR 


April 14-17, 1950 


Mid-year meeting of the Board of Management 
of the American Occupational Therapy As- 
sociaticn, French Lick Springs Hotel, French 
Lick, Indiana. 


April 20-22, 1950 


Fourth Annual Amputee Conference, Kessler 
Institute for Rehabilitation, Pleasant Valley 
Way, West Orange, New Jersey. 


April 29, 1950 


Eastern Sectional Meeting of the American 
Congress of Physical Medicine, Washington, 
D.C 


May 23-27, 1950 


Fourth Annual Convention of the Association 
for Physical and Mental Rehabilitation, Hotel 
Peabody, Memphis, Tennessee. 


June 19-July 14, 1950 


Post Graduate Training Course in Rehabilita- 
tion, New York University, Bellevue Medi- 
cal Center, New York City. 


June 26-30, 1950 


The 27th Annual Conference of the American 
Physical Therapy Association, Hotel Statler 
Cleveland, Ohio. 


> 


October 4-12, 1950 


International Congress of Psychiatry, Paris, 
France. 


October 14-16, 1950 


House of Delegates, Board of Management, and 
Committee meetings of American Occupa- 
ional Therapy Association, Hotel Colorado, 
Glenwood Springs, Colorado. 


October 17-19, 1950 


Convention of American Occupational Therapy 
Association, Hotel Colorado, Glenwood 
Springs, Colorado. 


October 20-21, 1950 


Institute of American Occupational Therapy 
Association, Hotel Colorado, Glenwood 
Springs, Colorado. 
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Assembling Forces 
(Continued from page 58) 
legs for locomotion is their special problem. This 
therapy while contributing as much to the retraining 
of the whole individual as do the other therapies, 
cannot be looked upon as an isolated approach to 
cerebral palsy. 

These children should be given proper educational 
opportunities. Some require training in the schools 
for the blind. Others, in the schools for the deaf and 
still others, severely handicapped, require highly in- 
dividualized instruction in order to reap any benefit. 
Unless this education is available, all the hours of 
patient toil and many heartaches are for naught. 

Logopedics may be defined briefly as, the study 
and correction of speech defects. Children with all 
types of speech defects are treated at the Institute of 
Logopedics, cerebral palsied children constituting 
about one-fourth of the total patient load. The Insti- 
tute of Logopedics which was founded in Wichita 
about fifteen years ago has grown slowly to its pres- 
ent size under the direction of Dr. Martin F. Palmer. 
A three-fold plan has been followed—education, 
teacher training, and research in the field of the 
handicapped child. Early in the development of the 
program the total response of the child to the various 
therapies was noted. Speech improvement occurred 
with increased use of the extremities, a gain in ed- 
ucation or correction of remedial defects. All depart- 
ments here cooperate in striving for the common 
goal. As an example, in occupational therapy empha- 
sis is placed upon the essential speech technique re- 
quired for that particular case. The logopedist while 
working with the patient stresses the performance of 
the basic occupational therapy problem. This inter- 
departmental teamwork exposes the child at all times 
to multiple stimuli from various fields of therapy and 
greatly increases the effectiveness of each one. The 
end result of all this is better and more effective 
therapy. 

Children thrive best in a home-like atmosphere, 
therefore, the Institute has a cottage-type arrange- 
ment with a housemother for every three children in 
an individual cottage. This confronts the child with 
the normal problems of living. Each youngster is 
handling all the normal home facilities, no special 
gadgets have been supplied to turn the water off and 
on, open doors and manage lights. This encourages 
the child to master these simple household devices 
and when returned to society he will be able to cope 
with the normal problems of living. 

The Institute has a capacity of 400 in-patients of 
whom about 100 will be cerebral palsied. A division 
of the grounds has been set aside for the cerebral 
palsied group with a closed quadrangle to eliminate 
traffic problems. Out-patient therapy will be avail- 
able for an additional 160 patients. Ground adjacent 
to the Institute is to be used for gardening and farm- 
ing, both ideal occupations for many of this group. 
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Little premium is placed upon time consumed, a high 
degree of skill is not required and the market is not 
highly competitive. 

Educational opportunities are available at the In- 
stitute for these children. Supervised recreation is 
encouraged for all patients during their free time to 
further promote the total development. Research on 
a 24-hour basis is planned. The children will be pres- 
ent for study and teaching throughout the whole 24- 
hour period providing an unexcelled opportunity to 
determine the most efficacious therapy and to try 
new techniques and clinical tests. 

We have striven to achieve a full program for the 
handicapped child and while we are not satisfied that 
this end has been more than partially attained, we do 
believe that steps have been taken in the right di- 
rection. In conclusion, may I reiterate that it is only 
by pooling all of our forces that satisfactory progress 
can be anticipated in the field of cerebral palsy. 
Isolated attempts by well-meaning parent groups or 
isolated specialties are wasteful to time, energy and 
money and, most important of all, wasteful of the 
best possible end result. The patient must be given 
the full and combined benefit of proper diagnosis, 
evaluation, therapy, educational and vocational guid- 
ance. The professional people and general public 
must be awakened to the benefits that can be attained 
in cerebral palsy under proper direction. The total 
end result of this therapy should always be kept be- 
fore us. The patient must be restored to a useful 
place in society as a self-respecting, self-supporting 
individual. 


Another post graduate training course in rehabili- 
tation for registered occupational therapists will be 
given again this year from June 19th to July 14th. 
The course will cover a period of three weeks, dur- 
ing which lectures will be given by men prominent 
in the field of physical medicine and rehabilitation. 
Stress will be laid on integration of services in this 
field and associated problems. Clinical observation 
as well as field trips will be included. The fee will 
be $50.00. Applications and requests for information 
should be directed to Virginia Nowicki, O.T.R., New 
York University, Bellevue Medical Center, 325 E. 
38th Street, New York 16. 


The Fourth Annual Convention of the Association 
for Physical and Mental Rehabilitation will be held 
at the Hotel Peabody, Memphis, Tennessee, May 
23rd to 27th, 1950. The program has been planned 
to attract physicians, therapists and others engaged 
in the field of rehabilitation. Anyone desiring com- 
plete information regarding the program for the con- 
vention or for reservations may contact the Conven- 
tion Chairman, Mr. Clement C. McNamara, Physical 
Medicine Rehabilitation Service, Kennedy VA. Hos- 
pital, Memphis 15, Tennessee. 
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AMERICAN OCCUPATIONAL THERAPY 
ASSOCIATION 


33 West 42nd Street, New York 18 


Executive Director, Wilma L. West, O.T.R. 
Educational Field Secretary, Eva M. Otto, O.T.R. 


OFFICERS 


President 

*Mrs. Winifred C. Kahmann, O.T.R. 
Director, Occupational and Physical Therapy 
Indiana University Medical Center, Indianapolis 


First Vice President 
*Miss Helen S. Willard, O.T.R., Director 
Philadelphia School of Occupational Therapy 
419 South 19th Street, Philadelphia 46, Pa. 


Second Vice President 


Miss Marjorie Taylor, O.T.R., Director 
Milwaukee Curative Workshop 
750 N. Eighteenth Street, Milwaukee 3, Wis. 


Treasurer 


*Miss Clare S. Spackman, O.T.R. 
Director, Curative Workshop 
Philadelphia School of Occupational Therapy 
419 South 19th Street, Philadelphia 46, Pa. 


BOARD OF MANAGEMENT 


Delegates 


Miss Violet Corliss, O.T.R. 
Upshur Street Hospital 
Upshur & 14th Sts., N.W., Washington 11. D.C. 


*Miss Edna Faeser, O.T.R. 
Indianapolis General Hospital 
Indianapolis, Indiana 


Mrs. Blanche M. Ringel, O.T.R. 
Dept. of Occupational Therapy 
Hospital for Joint Diseases 
1919 Madison Ave. 

New York 35, N.Y. 


Miss N. Meryl VanVlack, O.T.R. 
Supt. of O.T., V.A. Branch Office 12 
San Francisco 5, California 


Miss Doris Wilkins, O.T.R., Supervisor 
Occupational Therapy Curriculum 
University of New Hampshire, Durham, N.H. 


Miss Elizabeth Withers, O.T.R. 
Director of Occupational Therapy 
Crippled Childrens Hospital 
2009 Lamar Avenue 
Memphis, Tennessee 


Fellows 


Walter E. Barton, M.D., Superintendent 
Boston State Hospital E 
591 Morton Street, Boston 24, Massachusetts 
George M. Piersol, M.D., Professor of Medicine 
Graduate Hospital of the University of Pa. 
Philadelphia 46, Pa. 


Howard A. Rusk, M.D., Director 
New York University—Bellevue Institute of 
Physical Medicine and Rehabilitation 
327 E. 38th Street, New York, New York 


M. G. Westmoreland, M.D., Executive Secretary 
College of American Pathologists 
203 North Wabash Ave., Chicago 1, IIl. 


Miss Catherine Worthingham 
Director of Technical Education 
National Foundation for Infantile Paralysis 
120 Broadway, New York 5, New York 


Board Members 


Sister Jeanne Marie Bonnett, O.T.R. 
Director of Occupational Therapy 
The College of St. Catherine 
St. Paul 1, Minnesota 


Miss Marian Davis, O.T.R. 
Supervisor O.T., Cal. State Dept. of Health 
760 Market Street, San Francisco 2, Cal. 


*Miss G. Margaret Gleave, O.T.R. 
Executive Director 
Delaware Curative Workshop 
101 West 14th Street, Wilmington 41, Del. 


Mrs. Sue Hurt Gibbs, O.T.R. 
Box 744, Staunton, Virginia 


*Miss Elizabeth Messick, O.T.R. 
Director O.T. Training Course 
Richmond Professional Institute of 
The College of William and Mary 
901 W. Franklin St., 

Richmond 20, Va. 


Miss Jane E. Myers, O.T.R. 
Director of Occupational Therapy 
Glenn Dale Sanatorium 
Glenn Dale, Maryland 


*Lt. Col. Ruth A. Robinson, WMSC (OT) 
Chief, Occupational Therapy Branch 
Physical Medicine Division 
Office of the Surgeon General 
Washington 25, D.C. 


Miss Carlotta Welles, O.T.R., Head 
Occupational Therapy 
Los Angeles County General Hospital 
1200 North State St., Los Angeles, California 


Honorary Board Member 


William R. Dunton, Jr., M.D. 
33 North Symington Road 
Catonsville 18, Maryland 


*Members of the Executive Committee 
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American Occupational Therapy Association 
33 West 42nd Street, New York 18, N. Y. 


Literature and Materials on 
Occupational Therapy 


Free Distribution 


1. 
4. 


Suggested Pre-Occupational Therapy Curriculum Guide. 
Minimum Standards of Training in Occupational Therapy. 
List of Accredited Schools. 

Brochure—"Service Through a Vocation” 


5. Newspaper Reprint—“Major Problem Seen in Need for Occupational Therapists”. 
For Sale 
3. The American Journal of Occupational Therapy—Bi-monthly magazine ..............000005 5.00 
4. Joan Chooses Occupational Therapy—Hudson and Cobb ( 2.00 
5. Betty Blake, O.T—Stern and Cobb 2.00 
6. Hillhaven—Mary W. Thompson 2.50 
8. The 1949 O.T. Yearbook (inc. Directory of Registered O.T.’s) 3.00 
10. Manual on Occupational Therapy (American Medical Association) ............00eeeeeeees 50 
11. List of and Slides on 20 
12. O.T. in Treatment of Tuberculosis Patient—Hudson & Fish 3.00 
13. Burns—Discussions for O.T.’s and P.T.’s—Margaret Gleave 50 
14. Equipment for an O.T. Dept in 200-hed Hospital 25 
15. Prescribing Occupational Therapy—William R. Dunton, Jr. 3.00 
17. Handbook of the American Occupational Therapy Association .............020eeeeeeeees 1.00 
20. Occupational Therapy on Two Fronts—Wanda Misbach 03 
21. O.T. in the Rehabilitation of Surgical Cases— Helen Willard 05 
23. Principles of O.T—Willard & Spackman, Editors 5.00 
24. Considerations in Muscle Function & Joint Measurement—Sue P. Hurt ............00.0000: 30 
25. Booklet of sample forms of referral sheets, progress records, and case study outlines for psychiatric 
26. Proposed In-Service Training Program for Psychiatric Aides .............00ecceeeeeeeees 10 
The following books may be ordered direct from Louis J. Hass, 3 Gedney Terrace, White Plains, New York 
Equipment Aids for Those Having Only One Hand ..............ccseeeeceereseceeeees 80 
Practical Occupational Therapy—14 chapters on history, development of theory and practice, 


A set of three books on WASTE MATERIALS may be obtained from Miss Marion Spear, O.T.R., 1007 Short 
Road, Kalamazoo, Michigan. The price is $3.00 for the set. 
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CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
Spaces per line). Copy deadline first of each month previous 
to publication. 


POSITIONS AVAILABLE 


California needs occupational therapists for work in the 
cerebral palsy program. Opportunity for immediate tem- 
porary employment at various locations in the state and to 
qualify for permanent appointments in civil service examin- 
ation. Requirements: Completion of recognized course; one 
year of experience and registration (or eligibility) with Na- 
tional Registry. Appointing salary $268 a month with four 
annual raises. Apply to State Department of Public Health, 
Room 744 Phelan Building, 760 Market Street, San Fran- 
cisco 2, California. 


Occupational therapist to instruct and give therapy at newest 
state training school for mental defectives. Excellent living 
quarters and maintenance. Write: Frederick A. Klauminzer, 
Director of Training, Southbury Training School, Southbury, 
Connecticut. 


Registered occupational therapist for 650 bed tuberculosis 
hospital. Salary $205 to $225 per month. Civil Service with 
leave privileges. Apply Department of Personnel, Room 
235 Municipal Courts Building, St. Louis, Missouri. 


The Norristown State Hospital, Norristown, Pa. has open- 
ings for registered occupational therapists. Hospital is near 
Philadelphia. Good salary. Attractive vacation, holiday and 
retirement provisions. Maintenance available if desired. 
Apply to Jeannetta V. Blackwood, O.T.R., Director. 


Wanted: Occupational Therapist for expanding department 
in private neuro-psychiatric hospital. Active treatment cen- 
ter. Write Mrs. E. S. Owen, O.T.R., Director of O.T., The 
Seton Institute, 6420 Reisterstown Road, Baltimore 15, Md. 


& 


CLEARING HOUSE FOR AIDS TO DISABLED 
TO BE ESTABLISHED 


A March of Dimes grant of $19,332 will enable 
New York University College of Medicine to estab- 
lish a reference center for the listing of up-to-date 
information on aids and assistive appliances for the 
rehabilitation of handicapped persons. The educa- 
tional project will be under the direction of Dr. 
Howard A. Rusk, Professor and Chairman of the De- 
partment of Physical Medicine and Rehabilitation at 
the medical center. Under terms of the grant, 
workers under Dr. Rusk’s supervision will collect all 
information on rehabilitation aids and prepare the 
material in loose-leaf manual form for distribution to 
hospitals, agencies and certain professional individ- 
uals. There has been no central clearing house for 
listing the many developments in the field of rehabil- 
itation aids. This grant will make known to all, 
who might use them, the devices developed in recent 
years. This will enable many more people to lead a 
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more nearly normal life. In addition to the manual, 
the Center plans to maintain models of the equip- 
ment for teaching purposes and further developments. 


The fourth annual Amputee Conference will be 
held at the Kessler Institute for Rehabilitation, Pleas- 
ant Valley Way, West Orange, New Jersey, on April 
20, 21, 22, 1950. 


UNION LOOMS 


Thousands of Union Looms are in use in ocecu- 
pational therapy, vocational rehabilitation and 
educational projects. 

Union Looms are primarily designed for profit- 
able home weaving, and over 30,000 are in such 
use. Equipment right for economic purpose is also 
desirable for institutional use. 

Union Looms are the most practical looms on 
the market for all around hand weaving. Price 
for the loom, complete, threaded with 10 yds. 
warp all ready to weave is only $49.50, F.O.B. 
Boonville, N.Y. 


Send for free loom booklet. 


UNION LOOM WORKS 


122 Factory St Boonville, N. Y. 


ART and CRAFT 
SUPPLIES 


MODELING CLAYS 
Non-hardening and Self-hardening 


ART MATERIALS 


Finger Paint, Showcard Colors, 
Fabric Paint, Crayons 


POTTERY SUPPLIES 
Kilns, Wheels, Clays, Glazes 


Catalog No. 9 lists Amaco Art and 
Craft Materials. Catalog No. 39 lists 
Amaco pottery supplies and equip- 
ment. Both are free on request. Write 
Dept. F-2. 


American Art Clay Company 


4717 W. 16th St., Indianapolis 24, Ind. 
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WILDER-CRAFT 


A DIVISION OF 


WILDER AND COMPANY 
1038 Crosby Street : Chicago 10, Illinois 
Established 1877 
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| Weaving [s EMSY WITH THIS NEW 


INEXPENSIVE LOOM 


This healthy, pleasant activity is now easier to teach and easier to learn at home than ever 
before. This assembled loom kit contains a loom with a luncheon set already started on it, 
and all equipment and supplies needed to finish it. Ideal for beginners and amateur weavers. 


1. Loom complete and in working 
order, warped with enough yarn to 
weave 4 luncheon place mats and a 
center piece, all necessary yarn for 
filler and the weaving on the first 
piece started—with complete direc- 
tions for finishing. 


2. Two flat shuttles. 


3. Warping pegs for making other 
warps for weavinga variety of projects. 


4. A reed hook for threading. 


5. Book of directions for making a 
number of different articles, luncheon 
sets, napkins, stand covers, runners, 
cocktail napkins, fingertip towels, 
men’s wool scarves and the like. 


6. Complete set of yarn samples 
and illustrated catalog. 
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Lily Mills, who manufacture 
weaving yarns and hand 
weavers supplies, have 
created this practical loom 
and kit as a result of months 
of research and develop- 
ment by experts, to afford 
the beginner an easy, inex- 
pensive way to learn hand 
weaving. 


Loom Specifications 


Overall width 18”. 

Overall depth 15”. 

Height 15”’. 

Weaving width 12”. 

288 metal heddles. 

12” steel reed, 12 dents to the 
inch, weave up to 24 ends to 
the inch. 

Metal ratchets on both ends of 
the beams. 

Positive, easy shedding action, 
with wide shed. 


A COMPLETE 
HAND WEAVING OUTFIT 


with a table runner already 5 
started on the loom, plus yarn s 
to finish. Here is the Lily 


Weaving Kit that will start 
you off on yearsofenjoyment. POSTPAID COMPLETE 


Send in this coupon today 


LILY MILLS COMPANY, Dept. N, SHELBY, N. C. 


Check or Money Order(] C.O.D.0 Fou 
Please send me Parcel Post foes are added to CO. D. orders. 


1 Complete Lily Weaving Kit as described above, $18.75 


PLEASE PRINT 


ADDRESS 


CITY ZONE STATE 
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PRANG 
/ POWDER 
TEMPERA 


A BOOK YOU REALLY NEED! Folio of Art and Handicraft Ideas 
Batik, basketry, beadwork, block printing, cane seating, ~t 

card weaving, carving, clay craft, coping saw work, coin 
craft, cork craft, etching, fabric decoration, felt projects, 
hammock making, jewelry, knotting and braiding, 
leather craft, metal craft, metal etching, metal tooling, 
moccasin making, raffia work, rush seating, stenciling, 
silk screen, stuffed dolls, tie dyeing, toy making, and 
weaving .. . an imposing list of crafts for any one book 


to cover! 


CRAFTSMAN’S INSTRUCTION HANDBOOK 


REG. U. S. PAT. OFF. 
Fingerpainting with PRANG Powder Tempera 
The easy, quick, colorful results obtained by fingerpainting with 


PRANG Powder Tempera has made this a popular pastime for both 
children and adults. 


And PRANG Tempera is the ideal medium! Just mix with PRANG 
Temperine No. 1965 and you have a perfect finger paint. 


PRANG Powder Tempera is brilliant in color, fine in texture and blends 
beautifully. There are many fascinating uses for this inexpensive 
Powder Tempera besides Finger Painting, such as Posters, Free Ex- 
pression, Craft Work and Murals. 


Taney Free! to therapists, teachers and group leaders 
Its practical, concise, and sim- Dept. OT-10 
ple instructions in the funda- 
mentals of the major crafts Please 0 Folio of Art and Handicraft Ideas FREE! 
make it suitable for occupa- Send 0 Craftsman’s Instruction Handbook $1.50 
tional therapy and rehabilita- 
tion groups as well as for Me.. check or money order is enclosed 
school, camp and home crafts. 
Soft bound. 72 pages, 82 x 11. Name Position 
MORE THAN 250 a 
Projects and Processes 
Ci State 
For only 
$1.50 [th american Crayon company ¢ 
postpaid sandusky, ohio new york Ji 
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Supplies... WADE VARIETY 


For anyone new at leathercraft, the range of Larson cut-out 
is particularly well adapted. We offer a wide variety of inex- 
pensive tools, instruction books, patterns and designs for begin- 


ners among men, women or children. 


In addition, we maintain at all times a large inventory of 
moderate-priced and top quality leathers for any purpose an 
experienced leather worker may choose to pursue. We offer, in 
fact, the widest selection of leather and leathercraft supplies 


in America. 


You are invited to send for a copy 


of our new, free, 24-page catalog. 


Larson Company 


INCORPORATED 


Leather and Leathercraft Supplies 


Department O, 820 South Tripp Avenue 
CHICAGO, ILLINOIS 
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